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INTRODUCTION 


It has been established for many years 
that when the frequency distribution of acci- 
dents in any group is analysed there are a 
number of individuals who have a greater 
proportion of accidents than can be explained 
on chance alone. The personality of this 
group has been described and it has been 
suggested that this is the determining factor 
that makes them more accident-liable. 

In this study the existence of accident- 
prone drivers among bus drivers has been 
established from a statistical point of view. 
A group of taxi drivers has been interviewed 
to determine personality characteristics and 
these findings have been compared with the 
driving records. The high and low accident 
groups differ markedly in their personality 
characteristics. The high accident group 


shows marked intolerance for, and aggres- ; 


sion against, any authority, dating from early 
childhood. The origin of |this aggressive- 
ness is to be found in an ungtable home back- 
ground. In many ae this personality 
feature shows up in antisocial behaviour in 
the individual’s life history. The high acci- 
dent record is one manifestation of these 
personality characteristics. To determine if 
these same characteristics were to be found 
within the general driving population, 96 
drivers with a history of 4 or more accidents 
in the London district were checked by social 
and law enforcement agencies. These were 
compared with a control group of 100 
accident-free drivers. Sixty-six percent of 
the high accident group were known to these 
agencies in contrast to 9% of the control 


1Read at the r1o5th annual meeting of The 
American Psychiatric Association, Montreal, Que- 
bec, May 23-27, 1949. 

From the Department of Clinical Preventive 
Medicine, The University of Western Ontario. 

This study was made possible by a grant from 
the Standing Committee on Public Health of the 
Canadian Life Insurance Officers Association. 


group. The findings are similar to those 
noted in the taxi driver group. Thus, within 
the general driving population, too, there are 
many individuals whose high accident record 
is related to personality characteristics that 
influence their driving in such a manner as 
to make them accident-liable. The person- 
ality characteristics and social background 
of high accident drivers must be considered 
in any over-all attack on the automobile acci- 
dent problem. This can be done at a suffi- 
ciently superficial level without specialized 
psychiatric training. 


THE STATISTICAL IDENTIFICATION OF THE 
ACCIDENT-PRONE DRIVER 


1. A Review of the Literature 


By definition, an accident is a happening 
that is determined by chance. Thus, the 
frequency of accidents is determined by the 
basic risk inherent in any situation. The 
frequency distribution of the accidents 
among the members of the group should 
follow the pattern established for chance 
happenings. If the study is carried out for 
a prolonged period, or the accidents fre- 
quent, then the distribution of accidents 
should take the form of a normal bell-shaped 
curve. However, it has been frequently 
shown that this curve is always skew in 
character. This alteration is caused by the 
high frequency of accidents in a small group 
at the upper level of the curve. Greenwood 
and Wood(5) demonstrated this when they 
analysed the accident record of British muni- 
tion workers after the First World War. 
They suggested that this group possessed 
certain characteristics that made them acci- 
dent-liable. They used the term, accident- 
prone. They demonstrated that this high ac- 
cident group, although small in numbers, was 
an important part of the whole problem, 
owing to the high frequency with which they 
were involved. This original observation has 
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been repeated many times over the interven- 
ing years. 

Accidents among automobile drivers have 
been studied in a similar manner. Farmer 
(3, 4), in England, working with the rec- 
ords of a large bus company, showed this 
same accident-prone tendency in a small 
number of his drivers and demonstrated that 
they too constituted an important aspect of 
the over-all problem of accidents. 

Effort has been made to apply this same 
method to the records of accidents of the 
general driving population. In the Connecti- 
cut Study(8) a very detailed and controlled 
analysis of the accident records of repre- 
sentative drivers from the general population 
was carried out over a period of years. 
These investigators were able to show that 
the accident experience of this group was not 
distributed according to chance alone, but 
that a small group of drivers had accidents 
with greater frequency than could be ex- 
plained on any other basis than some accident 
liability. In a study of high and low accident 
groups, over 2 periods of 3 years, they 
showed that each group tended to follow the 
same pattern of accidents during the 2 peri- 
ods. The group that had 4 or more acci- 
dents during the first period had almost 7 
times as many accidents during the second 
period as those who were accident-free in 
the first interval. They concluded that once 
an accident record of a group is established 
as being predominently accident-liable or 
accident-free its future history can be pre- 
dicted with an astonishing degree of relia- 
bility. 


2. Study of Accident Records of London 
Street Railway Bus Drivers 


The London Street Railway operates the 
buses in the city of London, Ont., a com- 
munity of approximately 100,000. The 
number of bus drivers employed varied from 
a minimum of 71 in 1941 to a maximum of 
130 in 1946. The average mileage driven 
per individual was approximately 20,000 
miles. This company keeps excellent records 
and we were able to study the distribution of 
accidents among the individual drivers. The 
yearly distribution of accidents from 1941 
to 1946 in this group is shown in Fig I. 
Except for the first year the accident rate 


remained fairly fixed in the vicinity of 2.5 
accidents per driver per year. It is to be 
noted that the distribution of accidents, as 
shown in Fig. 1, does not form a normal 
distribution about the most frequent experi- 
ence in any year. Despite the irregularity 
associated with small numbers of observa- 
tions, all curves extend much farther into the 
high accident region than would be expected 
in a normal distribution curve. It is interest- 
ing to note that, although the high accident 
group consists of 10% of the total drivers, 
they accounted for about 25% of the total 
accidents.’ 

It was found that 8 drivers were present 
in this high range for all 6 years; 9 for 
4 years; and 10 drivers for 3 years. This 
would emphasize the fact noted previously 
by others that the same group continue as 
high accident individuals over a prolonged 
period of time. 


SOcIAL PsyCHOLOGICAL CHARACTER- 
ISTICS OF THE ACCIDENT-PRONE DRIVER 


AND 


1. Study of a Taxi Driver Group 
~ The personality characteristics of the acci- 
' dent-prone group have been adequately de- 
scribed by Dunbar(1, 2). Her studies were 

carried out on fracture patients in hospital. 
| The outstanding characteristics of her largest 
| group were aggressiveness, impulsiveness, 
| and intolerance of social or family limitations 
| on their behaviour. From a psychiatric point 
| of view they would be classified as mild psy- 
chopathic personalities. 

We had planned to study the personalities 
of the high accident bus drivers. Circum- 
stances over which we had no control (labor 
and management problems) made this im- 
possible. However, the local taxi firms of- 
fered an excellent opportunity for this type 
of study. For several years they have been 


2 We have considered that any bus driver whose 
record extends above 2 sigma above the mean acci- 
dent rate is possibly accident-prone. On this basis 
there will be a certain number who are included in 
the group on the basis of chance alone. However, 
in this study we have considered that a man must 
be above 2 sigma in his record for 2 successive 
years before one would label him as accident-prone. 
This reduces the chance inclusion of someone who 
is not accident-prone to an extremely small prob- 
ability. 
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plagued with high accident rates and result- 
ing high insurance costs, etc. They wel- 
comed any study that might offer them in- 
formation on this problem, and the manage- 
ment did everything humanly possible to 
assist in this study. It soon became apparent, 
however, that a taxi firm, as organized in 
our city, was a loosely knit organization with 
little central control and with little detailed 
knowledge of the activity of the individual 
driver. The records of accidents were largely 
nonexistent. However, considerable infor- 


part of 3 months in constant association with 
these drivers, riding in their cars, talking 
with them while they were waiting for calls, 
checking one man’s story against the inter- 
pretation of his friends and associates, etc. 
Some 40 drivers, constituting the high and 
low accidents groups, were interviewed in 
this manner. For each driver a personal his- 
tory covering the parental background, child- 
hood, and adolescent history, and subsequent 
adult adjustment was obtained. In addition, 
information was obtained from the police, 
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H 


348 
NUMBER OF ACCIDENTS 


Fis. 2. 


mation was obtained from the insurance com- 
pany for the firm, the memory of the man- 
agement, and the various drivers as to their 
own experience and that of other drivers. 
With the exception of the insurance firms, 
all information was dependent upon the 
memory of the individuals. It was not pos- 
sible to carry out an accurate statistical study 
of the accident rate in terms of mileage as 
had been done with the bus drivers. How- 
ever, by pooling the information from vari- 
ous sources, the drivers could be classified 
roughly into the high, low, and average acci- 
dent frequency groups. 

One of us (Tillmann) spent the better 


Juvenile Court, and social agencies. Only 
3 instances of actual falsehood were en- 
countered and these were in the high acci- 
dent group. In addition, note was made of 
the cleanliness and the presence of undue 
accessories in the individual driver’s car. 
Considerable time was spent in group con- 
versation with the men. This offered an 
excellent opportunity of observing his ad- 
justment to, and standing in the estimation 
of, his friends and associates. We did not 
feel that we obtained any accurate impres- 
sion of his driving ability since all drivers 
were acutely conscious that they were being 
observed. It was our feeling that this ap- 
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proach was more informative than a formal 
interview, even under the most satisfactory 
conditions. It was our impression that cer- 
tain drivers, particularly those with a higher 
accident record, tended to minimize the num- 
ber of accidents and to exaggerate the mag- 
nitude of their driving experience. The age 
distribution of the 2 groups was similar. 
This is important since our findings amply 
confirm the observations made frequently 
that drivers from the 20 to 24 age groups 
have many times the number of accidents of 
the older age groups. 


significant, except in the case of the employ- 
ment record. On the basis of this interview 
we have drawn up the personality profiles 
of the high and low accident groups. 


(A) The High Accident Taxi Driver(1, 
2)° 

(1) Fanuly History—The parental di- 
vorce rate is high. Gross disharmony among 
the parents, along with one or both parents 
being described as excessively strict, was 
frequently found. The father was often de- 
scribed as a poor provider, with a record of 


TABLE 1 


PERSONALITY SURVEY ON GROUP OF TAXI DRIVERS 


High Low 
accident accident Statistical 
group, group, significance 

Personality Characteristics 20 men 20 men x? 
Excess strictness and disharmony...... 13 5 6.28 

Neurotic traits in child- 
Excess aggression in childhood7......... Il O 23.60 
School adjustment ......... Completing grade school................. 15 15 ae? 
Truancy and disciplinary problems....... 12 2 10.98 
Employment record ........ Five or more previous jobs.............. 13 7 3.60 
Armed service record...... Member of armed service..............4- 15 9 ee 
II I 8.60 

Marital status and sexual 
Admitting sexual promiscuity............ 8 2 4.00 
Social adjustment ......... Having two or more hobbies............. 9 17 8.50 
Admitting bootlegging on job............ 14 3 12.20 
Comecious Of pltySiqtic. II 3 5.40 


* Enuresis, fear of fights, dark, deep water, excessive daydreaming, etc 
t+ Leader of gang, bully, temper tantrums, Juvenile Court record, etc. 


hen P= .05, x? = 3.84. 


In the classification of the accidents, no 
effort was made to determine if the driver 
was at fault. We would be in agreement 
with Farmer(3, 4) who states that those 
with the high accident rate appeared to have 
more blameless accidents than did the low 
accident drivers. The fault of the accident- 
prone driver is that his driving habits leave 
him little chance for protection against any 
unexpected happening. 

The findings in a group of 20 high acci- 
dent taxi drivers as compared with 20 low 
accident drivers are shown in Table 1. It 
is interesting to note that although the num- 
ber of drivers interviewed is relatively small 
the differences noted are statistically highly 


being an excessive drinker and having very 
few friends. 

(2) Childhood Adjustment.—Eleven gave 
a history of childhood instability of an ag- 
gressive type, such as temper tantrums, fre- 
quent fights, bully characteristics, leader of 
a gang, and frequent appearances at the 
Juvenile Court. An equal number gave a 
history of the nonaggressive type of child- 
hood anxiety such as enuresis, fears of fights, 
dark, deep water, excessive daydreaming, 
etc. 

(3) School Adjustment.—Their academic 
standing at school was average. There were 


3 In this outline we have followed Dunbar closely. 
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frequent records of truancy, disciplinary in- 
fractions, etc. They showed interest in 
sports involving group activity and bodily 
contact, such as rugby, etc. There was a 
strong interest in body build. Most left 
school to seek independence. 

(4) Work Record—The work history 
was that of frequent short-time employ- 
ments, the man often stating that he had 
been discharged. The adjustment with em- 
ployers was usually poor. This group is 
usually satisfied to remain with its present 
employment as it offers the line of least 
resistance and allows freer play of their 
aggressiveness than do more settled routine 
occupations. 

(5) Social Adjustment.—These were in- 
dividuals with many acquaintances but few 
friends Their emotional attachments were 
superficial and varied from day to day, as 
their impulsiveness dictated. In a group 
they always attempted to be the center of 
the stage. Interest in hobbies was rarely 
found. Their main activities were found in 
the field of sports, drinking, gambling, and 
occasionally dancing. 

(6) Sexual Adjustment—This group, if 
married, tended to be unfaithful to their 
wives and showed little interest in, or sense 
of responsibility toward, their families. A 
history of promiscuity was common, but the 
\.D. rate was not particularly high. There 
was little anxiety or feeling of guilt over 
sexual misdemeanors. 

(7) Previous Health—tThere was a story 
of the usual childhood diseases. Personal 
injuries resulting from accidents were com- 
mon; otherwise the health could be con- 
sidered as good. There were few functional 
complaints. 

(8) Behaviour Patterns—As a _ group 
they behaved in an immature manner. Filthy 
language was used freely. They were good 
conversationalists, but took advantage of 
every situation to try to impress others with 
their importance. They showed no concern 
over their problems. Personal dress tended 
to be eccentric. 

(9) Driving Habits—As a group they 
were easily distracted while driving. They 
tended to become readily annoyed at other 
motorists on the road, often criticising their 
own driving mistakes in others. Horn honk- 


ing and racing other cars away from a stop 
light were their specialties. As a group they 
showed a marked interest in the mechanical 
aspects of the car, and expressed no concern 
over the possible mechanical limitations of 
the automobile. Their cars were often un- 
tidy, dirty, and contained flashy accessories. 
They tended to be discourteous to their 
passengers. 

(10) Philosophical Outlook.—Their think- 
ing was dominated by fatalistic ideas and 
interest in the material aspects of life. They 
disliked discipline, abhorred routine, and ex- 
pressed a strong desire to be their own 
bosses. They considered only the immediate 
future, thinking only of the satisfactions 
of each day. 


(B) The Taxi Driver with the Low Acci- 
dent Frequency 

(1) Family History—Parental divorce 
rate was low and harmony was usually con- 
sidered adequate. Parents were usually de- 
scribed as firm, understanding individuals, 
and were considered to be stable, well- 
adjusted personalities. 

(2) Childhood Adjustment.—Features of 
mild instability were occasionally present, 
but these were always of the nonaggressive 
type. Tendencies most frequently noted were 
overt fears of the dark and heights, fear of 
fights, and excessive shyness. They were 
usually followers of a gang. A history of 
active delinquency was rarely obtained. 

(3) School History.—The academic stand- 
ing was average. In no instance was there 
a history of truancy. Interest in group sports 
was common. The driver usually left school 
because family finances demanded it. 

(4) Work Record.—There was usually a 
history of long periods of employment with 
adequate adjustment to previous employers. 
The drivers frequently expressed a desire 
to better their situation in life by changing 
from their present occupation and seeking a 
more stable livelihood. 

(5) Social Adjustment.—These drivers 
usually possessed a group of friends. As indi- 
viduals they tended to be quiet and conserva- 
tive when in a crowd. Usually they ex- 
pressed an interest in hobbies such as garden- 
ing, sports, church organizations, etc. This 
is one of the most outstanding differences 
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between these and the high accident group. 
If they drank at all they tended to be mod- 
erate drinkers and they seldom gambled. 

(6) Sexual Adjustment—lIf married, 
these men were faithful to their wives with 
a marked interest in their home and family. 
Sexual promiscuity was not common and 
if present it was associated with a worry 
about their misdemeanors. 

(7) Previous Health—There were the 
usual childhood diseases, but it appeared that 
this group had a higher incidence of sick- 
ness, such as minor respiratory infections, 
etc., than the accident repeater group. Func- 
tional complaints were relatively common 
and they tended to be health conscious. 

(8) Behaviour Patterns —Usually they 
were quiet, reserved individuals with whom 
it was difficult to establish rapport. They 
were conscientious about their work and 
tended to brood considerably over their 
problems. 

(9) Driving Habits—These men were 
serious while driving and often refused to 
talk. They tended to be courteous to other 
drivers on the road and stated that they were 
conscious of the fact that the other driver 
might do the wrong thing. They appreciated 
the possible mechanical limitations of their 
vehicle. As a group they did not show strong 
mechanical tendencies, but their cars were 
usually kept clean and conservative in ap- 
pearance. In contrast to the high accident 
group they were courteous to passengers. 

(10) Philosophical Outlook.—This group 
seemed to be concerned about the welfare of 
others. They gave serious consideration to 
the difficulties of the future and adjusted 
well to any discipline involved in their occu- 
pation. 

The following case histories illustrate the 
above characteristics : 


1. CASE No. 38.—Example of Chronic High Acci- 
dent Group.—The following case is an extreme 
example of the high accident taxi driver: 

Age: 28 years. Driving experience: 
miles (driver’s estimate). Accidents: 
accidents and 70-80 minor accidents. 

Parental History.—Father a laborer with history 
of frequent industrial accidents; is described as an 
unstable individual, with a severe temper who con- 
sumes alcohol freely. Mother described as an over- 
solicitious, argumentative, unstable individual who 
is a poor organizer and housekeeper. Parental 
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harmony: Parental adjustment is poor, with gross 
disharmony. 

Personal History.—He 


dren; has never adjusted 


is the second of 2 chil- 
well to his sister. He 
bit his fingernails and stuttered as a child, and has 
always had severe temper tantrums. States he was 
He associated with a gang and 
“tough guys.” He is described 
as a bully and was a frequenter of Juvenile Court. 
He indicates that he has always fought, acted first 
and thought after. He brags about his childhood 
prowess, claiming that he put it over the police 
many times. 

School History—Attended school from 6-13 
years of age and was finally expelled for assaulting 
his teacher. He was a disciplinary problem and a 
truant. 


picked on at home 
was a leader of the 


Occupational History—This man worked on a 
farm for several years after leaving school and 
then began to work as a truck driver. He was 
discharged from 2 different jobs prior to enlist- 
ment. He enlisted in the Navy under false pre- 
tences and was discharged and then enlisted in the 
Army. He did not Had 30 
A. W. L.’s while in the Army and also spent 8 
months in a reformatory for stealing. dis- 
charge, he has had 3 different jobs with trucking 
firms, being discharged from one for insubordina- 
tion, and is now employed as a taxi driver. 

Sexual Adjustment.—He is married with § chil- 
dren. At present he is being taken into court for 
nonsupport of his wife and children. He is under 
treatment for venereal disease. 

Social Adjustment.—He claims few friends and 
states that his chief hobbies are drinking, gambling, 
and “shooting pool.” He likes mechanics and tink- 
ering with motors. He displays a gross antagonism 
toward discipline and routine. He has had 15 court 
charges and 7 jail sentences for such things as steal- 
ing, alcoholism, assault and battery, etc. 

Physical Examination—This man, being at pres- 
ent under treatment for syphilis, was investigated 
thoroughly in the hospital 2 months ago. The 
physical examination was essentially normal except 
for the presence of hemorrhoids and a positive 
blood Wassermann. 

Plans for Future—He plans to carry on as a 
taxi driver, and possibly, in the future, to buy a 
farm. 


serve overseas. 


Since 


2. CAsE No. 23.—Example of Low Accident 
Group—tThis is a fairly typical example of a 
driver in the low accident group: 

Age: 40 years. Driving experience: 2,000,000 
miles (driver’s estimate). Accidents: 1 major and 
6 minor. 

Parental History—Father in good health, retired 
farmer. Stern, but fair disciplinarian. Stable per- 
sonality. Mother moderately nervous, oversolicitous 
woman. Fair in her discipline. Parental harmony: 
Few family arguments. Home life happy. Father 
is good provider. 

Personal History.—He is the third of 4 children. 
He had good health in childhood and associated 
with the gang as a follower. He got into few 


fights, tending to avoid them, and denies temper 
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tantrums or excess phobias, stating only that he 
was a daydreamer. He had no difficulty with 
juvenile police. He claims to have adjusted well 
to all the members of his family, who are appar- 
ently stable, with the exception of one brother, an 
alcoholic. 

School History.—Attended school from 5-13 years 
of age. Enjoyed school, but had to leave as a 
result of family finances. He did not play truant 
and was not considered a disciplinary problem. 

Occupational History—He worked on a farm 
up until 23 years of age. He claims he adjusted 
quickly to different environments. He was em- 
ployed 18 months driving a truck and then began 
the occupation of taxi driver. Has worked at this 
for 20 years, and now owns several cabs. He was 
never discharged from a job. 

Sexual Adjustment——He is happily married and 
has one child. He and his wife have many friends. 
There is no history of marital infidelity or venereal 
disease. 

Social Adjustment.—This man does not drink. 
His chief interests are his home and garden. He is 
interested in sports, chiefly as an observer, and 
takes an active interest in youth groups. He has 
many friends and is well respected in the com- 
munity. 

Physical Examination.—No physical examination 
was completed. 

Plans for Future—He intends to continue in his 
present occupation. 


3. CASE No. 14.—Example of Change in Driving 
Habits Associated with Developing Emotional Ma- 
turity.—The discussion of accident proneness in this 
group of drivers would suggest that this tendency 
is a fixed long-term characteristic. In most in- 
stances this is so. The following case would sug- 
gest that this pattern is no more rigid than the 
personality pattern, and if there is an event in a 
person’s life that changes this pattern of reaction 
and philosophy of life, then his accident pattern 
will change with it: 

Parental History.—Father died when driver was 
28 years of age. He was an engineer; described 
as a strict, nervous parent with chronic ill health. 
Mother died when the driver was 20 years of age. 
She was described as a strict, domineering woman. 
Apparently she had no friends and few interests 
outside her home. Parental harmony: Poor. 
Mother and father were continually arguing. 

Childhood Adjustment—Eldest of 12 children. 
Suffered the usual childhood diseases. He states 
that his mother was unfair in her discipline toward 
him. He was of small stature and was very sen- 
sitive about his physical build. He claims his early 
home environment was unsatisfactory and he ran 
away from home on 2 occasions prior to leaving 
home permanently at 16. As a child he fractured 
his left forearm in a fall from a tree. He was 
the leader of a gang and was frequently in fights. 
He had a severe temper and was in Juvenile Court 
on 3 occasions. 

School History.—Attended school from 5-16 years 
of age. His academic standing was average until 
his later years at school. His record was then 


marred with frequent truancies and disciplinary 
infractions. He was active and interested in sports 
until later years, and then he avoided sports, owing 
to his small stature. He left school to seek em- 
ployment. 

Occupational History and Social Adjustment.— 
(a) Age 16-26 years; He gives a history of 11 
short-term employments, being discharged from 2 
and leaving 6 voluntarily. During this time he was 
employed as a labourer, trucker, and taxi driver. He 
had no friends and displayed little interest in social 
activity. Apparently he had no hobbies. He roomed 
alone, drank to excess, gambled freely, and was 
sexually promiscuous. He was greatly concerned 
over his sexual misdemeanors. During this period 
2 major and 6 minor accidents were reported. 
There was one court charge for reckless driving 
and a suspension of his taxi license for bootlegging. 
Driving experience during this period was approxi- 
mately 50,000 miles. 

(b) Age 27-39 years: At 27 years of age he 
became interested in a girl who displayed strong 
religious tendencies. During his courtship he joined 
her in church activities and gained many friends. 
He terminated his drinking and gambling, devel- 
oped an interest in home life, and started garden- 
ing and woodworking as hobbies. Since he was 28 
years of age, he has been employed as a taxi driver 
with the same firm. During this period he has 
driven 550,000 miles with a record of one minor 


accident. 


Thus it would appear that in the taxi 
driver group there is a characteristic per- 
sonality pattern that is associated with a 
high or low accident record. The personality 
with a high record is characterised by ag- 
gressiveness and inability to tolerate author- 
ity either at the parental or community level. 
This would appear to have its origin in the 
home background of the individual. This 
aggression against authority shows up in an 
objective way in the frequency with which 
this group comes in conflict with the recog- 
nized community methods of obtaining law 
and order. The low accident group is made 
up of serious, stable, well-adjusted individ- 
uals with well-integrated home backgrounds. 


SoctaL ADJUSTMENT OF THE HicH ACccI- 
DENT GROUP IN THE GENERAL DRIVING 
POPULATION 


The information obtained on the person- 
ality of the high accident driver group throws 
considerable light on the problem of the 
causation of multiple accidents as applied 
to this group. However, if one attempts to 
apply this information to the general popu- 
lation, there is the obvious criticism that 
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taxi drivers are a highly selected group and 
that one might encounter personalities and 
social difficulties that would not necessarily 
be present in the general driving population. 
Therefore, our next procedure was to obtain 
the name and address of 96 male drivers in 
the London district who had suffered from 
4 or more automobile accidents. This in- 
formation was obtained from the Ontario 
Department of Highways. Only accidents 
of 50 dollars or more damage were reported 
to this department. All accidents are re- 
ported whether the driver is apparently at 
fault or not. As a control group we also 
obtained the names of 100 drivers in the 
same district. This selection was unbiased 
except that they were accident-free and of 
the same age and sex as the high accident 
group. The names of both groups were 
submitted to the Juvenile Court, the Adult 
Court for records other than the automobile 
accidents, to the public health agencies and 
venereal disease clinics, and to three social 
service agencies. These were the Family 
Service Bureau, which handles difficulties of 
a family nature, and to the 2 Children’s Aid 
Societies, Catholic and Protestant. In addi- 
tion the names were checked by the local 
credit bureau. Here we counted as positive 
a name that was known more than once in 
this bureau. A survey of this type does not 
allow the fine type of personality analysis 
that is possible with personal interviews used 
in the taxi driver survey, but it does have the 
advantage of being quantitative and not open 
to influence by possible bias on the part of 
the observer. It was our feeling that if we 
received the history of frequent contacts 
with these various agencies this was indica- 
tive of a similar type of personality as that 
found among the taxi drivers by the inter- 
view method. 

In reply to our inquiries 66% of the high 
accident group were known to one or more 
agencies. Among the 100 accident-free 
drivers there were only 9 who were known to 
any agencies and in no instance was a person 
known to more than one. 

In the high accident group 2 persons were 
known to all sources, 3 were known to 4 
sources, 9 to 3 sources, 16 to 2 sources, and 
32 to 1 source. In the high accident group 
the credit bureau had contacted 34.3%, the 


social agencies 17.7%, the public health and 
venereal disease clinic 14.4%, the Adult 
Court 34.3% exclusive of traffic charges, and 
the Juvenile Court 16.6% (Fig. 2). In the 
low accident group, on the other hand, the 
credit bureau knew 6 individuals, and the 
social agencies, Adult Court, and the Juve- 
nile Court each had had contact with one 
individual. 

Thus it would appear that social mal- 
adjustment of various types is to be found 
quite as frequently among the general driv- 
ing population with a high accident record 
as among the high accident taxi drivers and 
that one is justified in feeling that the same 
pattern exists in both groups. 


SUMMARY AND CONCLUSIONS 


In this study the existence of accident- 
prone drivers has been demonstrated in the 
records of accidents from a bus company 
extending over a period of 6 years. The fre- 
quency of appearance of the same individual 
in the high accident group in multiple years 
has been noted. It has been shown that be- 
cause of their high accident rate their im- 
portance in contributing accidents far ex- 
ceeds their numbers. In other words, a few 
drivers account for a disproportionate num- 
ber of accidents year after year. 

A group of high and low accident drivers 
in a taxi firm have been interviewed and 
the differences in the personality and back- 
ground of the 2 groups have been noted. It 
has been demonstrated that the high accident 
taxi driver most frequently comes from a 
home marked by parental divorce and insta- 
bility. During childhood his life is marked 
by evidence of instability and disrespect for 
organized authority. Asa result he has often 
encountered difficulty with the school author- 
ity and frequently has been before the Juve- 
nile Court. In adulthood his occupation 
record is marked by frequent short-term em- 
ployment and his connections with any firm 
are frequently terminated by the employer. 
He has a police record apart from traffic vio- 
lations much more frequently than those 
within the low accident group. His personal 
life is marked by the same evidence of social 
disregard as noted in the other aspects of 
his life. For this reason he is frequently 
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known to various social agencies such as the 
Children’s Aid Societies, the Family Service 
Bureau, and the Public Health Department. 
He is an individual who places all emphasis 
on material values and who acts only with 
thought for immediate satisfaction without 
any concern for tomorrow. His driving is 
marked by the same tendency of aggressive- 
ness, impulsiveness, and lack of thought for 


our area. The findings for the high accident 
members in the driving group were essen- 
tially the same as those encountered in the 
taxi driver group. 

It would appear that the driving habits, 
and the high accident record, are simply one 
manifestation of a method of living that has 
been demonstrated in their personal lives. 
Truly it may be said that a man drives as he 
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others and the disrespect for authority that 
was noted in his personal life. 

To determine if there was evidence of the 
same type of personality involved in fre- 
quent accidents within the general popula- 
tion, the names of 96 drivers with a record 
of 4 or more accidents was obtained from 
the Ontario Department of Highways. These 
were compared with a comparable group of 
100 accident-free individuals. These were 
checked for contact with the various health, 
social, and law enforcement agencies within 


lives. If his personal life is marked by cau- 
tion, tolerance, foresight, and consideration 
for others then he will drive in the same 
manner. If his personal life is devoid of 
these desirable characteristics then his driv- 
ing will be characterized by aggressiveness 
and over a long period of time he will have 
a much higher accident rate than his more 
stable companion. 

The information obtained in this study 
should be of practical importance in the se- 
lection of drivers by commercial organiza- 
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tions and in the control of general popula- 
tion members with an unduly high accident 
rate. 

(a) Driver Selection by Commercial Or- 
ganizations —A great deal of time and ef- 
fort has been applied to the problem of 
selecting drivers for commercial organiza- 
tions. The method most frequently applied 
is a group of psychophysical tests such as 
reaction time to specific stimuli, tests for 
coordination, etc. However, we could find 
no evidence in the literature that would sug- 
gest that these tests can differentiate the 
high from the low accident driver. It would 
seem to us that the use of these tests is 
based on a simple, but fundamental error(7). 
They appear to test something that is related 
to driver skill. They could help in picking 
a good from a poor driver. However, this 
is something entirely different from safe 
driving. In our study of the high accident 
drivers we encountered many drivers that 
could be considered as highly skilled in the 
handling of an automobile but they were not 
safe drivers. Safe driving would appear to 
be more dependent on judgment, caution, 
and consideration of the possible errors of 
others, than upon reaction time and binocu- 
lar vision(6). In accident proneness the 
defect is above, not below, the basal ganglia. 
Therefore, we would feel that some effort in 
driver selection should be directed to deter- 
mining the type of individual that is being 
employed. The various factors described in 
this paper should be checked for each poten- 
tial employee. This does not require spe- 
cial psychiatric training. Any intelligent 
personnel manager should be able to take 
the superficial type of life history that is 
capable of differentiating the mild psycho- 
path from the well-adjusted stable individual. 
A simple enquiry covering the field of the 
family background, childhood characteris- 
tics, school and work adjustment, and in- 
terests will readily demonstrate the type of 
person that is being considered. Additional 
information should be available through the 
various social and law enforcement agencies 
of the type that we have obtained for the 
general driving population, and can serve as 
a confirmation of the interview. This infor- 
mation should make it easy to identify the 
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accident-prone driver in advance and to see 
that he is directed to some type of occupa- 
tion where he is of less danger to himself 
and to others than he is behind the wheel of 
a truck. 

(b) General Driving Population.—An ac- 
cident-prone individual can be easily identi- 
fied by the record of his accidents. If one 
waits long enough and keeps an accurate 
record of accidents it becomes clear, after a 
number of years, that certain individuals 
have a sufficiently high accident record to 
make it unsafe for them to continue driving. 
During this period, however, many innocent 
persons may be maimed or killed. When a 
person has had one, two, or three accidents 
within a relatively short period of time, 
would it not appear much more reasonable 
that he be called in for interview and that a 
history of the type we have described be 
taken, and that the various social and law 
enforcement agencies be contacted to deter- 
mine if he fits the pattern that we have 
attempted to describe in this paper? If he 
does, we feel that one would be justified in 
revoking this man’s license at a much earlier 
stage than would appear to be possible by 
simply considering the accident record alone. 
If this man were to apply for reinstatement 
of his license, then we feel that he must 
bring forward evidence that he has changed 
his general pattern of living before this 
license should be returned to him. Certainly 
this would seem much more reasonable than 
simply to revoke a license for a specific 
period of time on the assumption that some- 
thing magical must take place during this 
period, whereby he will have learned his les- 
son and he will now become a safe driver. 
It is not a matter of learning a lesson, but 
rather it is a matter of basic inherent per- 
sonality characteristics that must change be- 
fore the man would be a safe driver. This 
suggestion will probably appear rather dras- 
tic. We do feel that at the present time there 
would be a great deal of difficulty in insti- 
tuting such a programme. Undoubtedly it 
will be passed by as being ivory-tower type 
of thinking. We must wait until society is 
convinced that accidents are not always 
chance happenings, and that sometimes they 
reflect the basic personality of the individual. 
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THE FAMILY ENVIRONMENT OF SCHIZOPHRENIC PATIENTS * 
RUTH WILMANNS LIDZ, M.D., ann THEODORE LIDZ, M.D., Battimore, Mb. 


It was noted during the treatment of a 
small series of schizophrenic patients that 
they had frequently been deprived of at 
least one parental figure early in life; and 
also that the parental home was_ usually 
markedly unstable, torn by family schisms 
and constant emotional turmoil, and fre- 
quently patterned according to the whims of 
grossly eccentric and abnormal personalities. 
This study, a survey of 50 case histories in 
the records of the Henry Phipps Psychiatric 
Clinic, was then undertaken to evaluate the 
frequency with which broken homes or 
seriously disturbed family environments had 
been noted in those histories of schizophrenic 
patients. 

The influence of the total family life upon 
schizophrenic patients has been considered 
in at least 2 books. Rennie(1) emphasized the 
role of the family along with other features 
in the developmental process. He noted that 
difficulties between parents or the depriva- 
tion of a parent seemed to contribute to the 
insecurity of the children, and that a large 
number of patients in his study had been in 
daily contact with psychotic, eccentric, or 
unstable parents. He stated, “It is impossible 
to study this material without being im- 
pressed by the importance of the family 
constellations and of the effect of the malad- 
justments within the family in contributing 
to the growing timidities and insecurity of 
the children.”” Pollock, Malzburg, and Ful- 
ler(2) in their statistical search for heredi- 
tary or environmental factors in the causa- 
tion of dementia pracox and manic-depres- 
sive psychoses found among the most strik- 
ing contrasts between the 2 groups, “that 
the social life of the parents (of schizo- 
phrenic patients) was singularly restricted 
during the childhood of the patients; [and] 


1 From the Departments of Psychiatry, Medicine, 
and Preventive Medicine of the Johns Hopkins 
University, School of Medicine. 

This study was largely carried out in 1941 with 
the aid of a grant for Research in Dementia Prz- 
cox from the Supreme Council Thirty-Third Degree 
Masons, Northern Jurisdiction, but was interrupted 
by the war. 
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/that there was a certain instability of_ the 
home indicated by the absence of one or 
both parents during the formative years.” 

The family environment is com- 
monly accepted as a critical force in person- 
ality development both normal and abnormal. 
Numerous other factors, some of which may 
be of shattering intensity, may disturb the 
process of personality development, but few 
can be as long-lasting and as pervasive as 
the intrafamilial relationships. Here the 
basic attitudes toward later interpersonal 
relationships are established: the forma- 
tion of the projective systems by which the 
individual perceives the world is begun. It 
was considered probable, on the basis of pre- 
liminary impressions,(that there might be, 
in general, a relationship between the se- 
verity of the personality maladjustment and 
the degree of the family maladjustment, and 
that schizophrenic patients would be found 
to have emerged from early family environ- 
ments that were very seriously disturbed. 

The material in this survey was not ex- 
pected to yield detailed information with 
which one could trace in detail how the dy- 
namics of the family configuration influenced 
the patient’s personality development be- 
cause these case records were compiled by 
different psychiatrists with differing inter- 
ests. It had the advantage of being material 
gathered prior to the investigation, free 
from the bias of the investigators. As the 
case histories in the Henry Phipps Psychi- 
atric Clinic usually contain reasonably de- 
tailed information concerning the parental 
home, most offer sufficient data to permit 
judgment as to the character of the family 

setting. This study was undertaken as a 
gross survey of the topic to check prelimi- 
nary impressions. 


early 


METHODOLOGY 


The case records of 50 schizophrenic pa- 
tients, in whom the pSychosis had become 
manifest prior to the age of 21, consecu- 


tively admitted to the clinic, were utilized 


for the study. The series was limited to 
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patients who were youthful at the time of 
onset of the psychosis because their case 
records contained more information con- 
cerning the family environment than did 
records of older patients. The age limit of 
21 was arbitrarily adopted to eliminate the 
necessity of further selection of records. No 
record was discarded other than those of a 
few patients who left the clinic within a few 
days of admission and before the admission 
work-up could be completed. 

The 50 cases included 27 males and 23 
females. Subdivision of the data by sex did 
not reveal any significant or constant differ- 
ences. No subclassification of schizophrenia 
has been made for a variety of reasons, but 
primarily because little value is placed upon 
such differentiation, particularly in youthful 
patients. 

The case records were sifted for all in- 
formation pertinent to the background af- 
forded the patient by the family. Charts 
were constructed (see Chart 1) which per- 
mitted a rapid survey of the significant fac- 
tors in each case, and statistical data were 
compiled. The topics selected for tabulation 
were limited to influences which seemed 
significant and which, when placed in apposi- 
tion, would afford an impression of the back- 
ground furnished by the home. Only such 
material as could be estimated with a fair 
degree of reliability was utilized. There- 
fore, attention was focused upon objective 


situations in the background of the patient 


rather than upon the personal reactions to 


Zituations , and single traumatic incidents 
as well as minor disturbances in the family 
life were disregarded even though they may 
have exercised considerable influence upon 
the patient’s development. In particular, the 
obsessive, oversolicitous patterns of mothers 
were not taken into special consideration 
unless the mother’s behavior reached bizarre 
extremes. 

The division of the material into headings 
is obviously arbitrary, and data could often 
have been placed in a different column 
equally well. For example, instabilities of 
parents may be most clearly manifest in pe- 
culiar ways of raising a child, or in marital 
incompatibility due to peculiar choice of a 
mate, or in the reactive behavior of the 
marital partner. The loss of a parent may 


be due to emotional instability (suicide or 
divorce) but may have the serious result of 
changing the mode of raising of the patient. 
However, it is believed that the headings will 
serve to indicate the presence of one or sev- 
eral chronic conditions which adversely af- 
fected the patient. The headings utilized are 
as follows: 

1. Deprivation of a Parent prior to the 
19th birthday. The arbitrary age limit was 
selected as an age at which most children 
have gained a reasonable degree of indepen- 
dence from the parents. The frequency of 
the loss of a parent had been apparent from 
a preliminary survey of the material. 

2. Chronic Instability of a Parent or Fos- 
ter Parent.—Occasional and lesser neurotic 
disturbances and mild to moderate alcohol- 
ism have largely been disregarded, and only 
serious and long-standing personality dis- 
orders which clearly affected other members 
of the family are included. 

3. Chronic Hostility or Serious Friction 
Between Parents——The more usual degrees 
of friction between married couples have 
been overlooked in favor of estimating the 
general compatibility of the parents. 

4. Serious Deviations from Cultural 
Norms in Child Rearing.—The topic is 
closely related to the stability of the parents, 
particularly the mother, but in some cases 
the eccentric methods of raising the patient 
were most clear-cut, and in other cases un- 
usual circumstances led to unusual means of 
raising the patient. The topic deals only with 
clear-cut deviations from the social norm or 
eccentricities, such as treating a boy as a 
girl; extreme forms of obsessive oversolici- 
tude or rejection ; inculcation of repugnance 
to any contact with the opposite sex, etc. 
While deviations of early habit training and 
various more subtle influences of parents 
are considered of great significance, they 
could rarely be assayed from the case his- 
tories and are not considered in the charts. 

5. Mental Illness in the Family Tree.— 
While not a real concern of this study, the 
data are included both to permit a general 
impression of the stability of the families 
and to allow comparison with environmental 
data. The information is considered reason- 
ably accurate as one or more relatives were 
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Mental illness in 
family 


Raising 
Patient much attached to 


Instability of 
parent 


parents 


Happy but 


CHART 1—ConTINUED 


Incompatibility of 


Loss of parent 


Sex 


Pt. Age 


J.E. 


No. 


ous of any attention to 


siblings. 


invalid mother and jeal- 
Father 


odd home cen- 
invalid 


about 
mother with father a de- 
tached research worker. 


tering 


M 


19 


46. 


brief depression. 


Mother. 


school 
e was 


- 


pre 
fused with school. 


a 
teacher and 


and 


difficulties 
later brief period of de- 


pression and mild ela- 


Mother had severe adoles- 
cent 


of- 


fering good background. 


Apparently congenial, 


Z.A. 15 


47- 


tion. 


in de- 


grandfather and 
suicided 


aunt schizophrenic. 
pressions, 


uncle 


Mat. 
Mat. 


only 


child of a college dean 
imagined 


Schizophrenic 
aunt in home for sev- 


concerned about 
for 
eral years. 


about 


expectations 
incompatibility of par- 


Patient 
and 
ents. 


occasional 


with 


slight friction. 


Good 


N.I. 


48. 


grandmother had a 
mild depressive illness. 


Pat. 


Good home life. 


M.B. 


49. 


oversolici- 


d ambitious for 


Mother a me- 
culous and apprehen- 


parents 
ve person. 


tous an 
atient. 


T 
t 


Both 


Good home life. 


ULL. 


50. 


always questioned concerning mental illness 
in the family. 

All patients included in the study were 
manifestly psychotic prior to the age of aad 
The ages given in the charts are the ages at 
the time_of admission to the clinic, rather 
than an attempt to estimate the precise time 
of onset of the psychosis, which_i 
difficult in youthful schizophrenic patients. 
“The-sequerice in which the cases are listed 
in Chart 1 follows a general pattern though 
a precise arrangement is not possible because 
of the overlapping of the variables involved: 

1. Patients who had been deprived of a 
parent by death (cases I-14) starting with 
the 6 who also had a psychotic parent. 

2. Patients whose parents had been di- 
vorced or separated (cases 15-20). 

3. Patients whose parents had been seri- 
ously incompatible (cases 21-27). 

4. Patients whose homes were marred by 
fairly serious incompatibility, an unfriendly 
atmosphere, or unusual modes of raising the 
patient (cases 28-35). 

5. Patients not previously listed who had 
a psychotic parent (cases 36-38). 

6. Cases in which insufficient informa- 
tion for a sound evaluation of the home 
situation could be gained from the histories 
(cases 39-45) including 3 in which there 
was fairly good evidence that the home was 
unfavorable to normal development (cases 
39-41). 

7. Cases whose family environment, de- 
spite some aberrations of parents or marital 
difficulties, appears from the records to have 
been adequate or good (cases 46-50). 


ILLUSTRATIVE CASE ABSTRACTS 


To enable the reader to judge how the 
material was evaluated and also to grasp 
how the various chronic disturbances in the 
family life impeded the maturation of the 
patient, the environments afforded by the 
families of 7 patients are presented in brief 
form.? These 7 abstracts are unselected, 
though not including any of the 6 cases in 
which insufficient data were available to 
form evaluations. One of the 7 is an ex- 
ample of a relatively satisfactory home. 


2 Three additional abstracts originally contained 
in this paper were deleted by the author because of 
space limitation. Eb. 


—. 
: 
. 
: 
: 
: 
: 
: 
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Although selected at random, the 7 cases 
are typical of the 50, though not includ- 
ing some in which the family environment 
seemed most disorganized. 


Case 1.—W. O. is a 19-year-old girl, the second 
of 4 siblings whose father suicided when she was 
15. The mother had suffered a “nervous break- 
down” after bearing the oldest child and had con- 
tinued to worry and be obsessively apprehensive, 
particularly concerning her daughters, whom she 
had made excessively dependent upon her. The 
sisters, aged 23 and 13, and the brother aged 18, 
are reputedly stable. 

The family was well-to-do and the home-life rela- 
tively congenial until the patient was 10. The chil- 
dren were educated in fashionable private schools 
and became accustomed to luxury. Then the father 
lost his money and became depressed, sullen, and 
alcoholic. His repeated ventures to start anew failed. 
The home became gloomy, filled with recrimination, 
and disturbed by the father’s habitual drunkenness. 
The children shifted to public schools and later took 
stenographic positions. 

When 15 years old the patient became severely 
upset when, alone in the house, she found her 
father’s body. Little is known of the subsequent 
family life. The children were tied to the mother 
who impressed the psychiatrists as a silly, ineffec- 
tual person. 

Comment.—The father ceased to be an effective 
parent 5 years before his suicide, leaving the burden 
of the family to the ineffectual, obsessive mother. 
The home was morbid during the patient’s ado- 
lescence. 


CasE 9.—F. A. is a 20-year-old youth whose 
mother died when he was a year old. The patient 
and his 6-year-old sister were taken and raised by 
a paternal aunt, while a 3-year-old brother re- 
mained with the father. F. A. rarely ever saw his 
father and brother, and little of the sister after he 
was 12. When his aunt died when he was 13, he 
refused to join his father who had by then mar- 
ried an ill-tempered woman. Instead he went to a 
boarding school where another maiden aunt was 
employed, partially supporting himself by working 
after school. At 16 he was sent to a more exclusive 
school which his father and brother had attended. 
Both aunts had “spoiled” him, expecting and de- 
manding little, catering to his desires. An attack 
of rheumatic fever at 8 had confined him to bed 
for 6 months and thereafter prevented athletic ac- 
tivities. When F. A. first spent several months with 
the father when 16, he was openly hostile. He felt 
upon realistic grounds that his father had discrimi- 
nated against him in favor of his brother, with- 
holding similar advantages. Both the sister and 
brother emphasized the difference in upbringing, 
believing that the patient, raised by maiden aunts, 
was not as capable as they in combating obstacles 
and stating that the father had obviously rejected 
the patient. 

Comment.—Paternal guidance singularly 
lacking even though it was the mother who had died. 
The home life afforded by the foster parent was 
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disrupted by her death when the patient was adoles- 
cent. The father’s rejection engendered serious hos- 
tility. 


CasE 10.—C. H. is an 18-year-old youth whose 
life and environment differed markedly from those 
of his siblings because of his severe asthma. Little 
is recorded concerning the home life, probably be- 
cause the patient spent little time there. When 
C. H. was 8 the family moved to the country be- 
cause of the father’s tuberculosis but as the climate 
appeared to aggravate the patient’s asthma, he 
was sent to boarding school. Thereafter the pa- 
tient was rarely at home, even during summer va- 
cations. The father, who died when the patient 
was 13, came from a prominent family and had 
been a successful engineer. He was a very rigid 
man, incapable of compromise, who expected every- 
one to do precisely what was right. The mother 
had been a trained nurse. She tended to be over- 
solicitous and, even though the patient was away 
from home, he depended upon her for affection and 
help. The family, proud of its ancestors, expected 
the patient as the only male descendant to pre- 
serve the tradition of achievement. C. H. expected 
to become a famous statesman but blamed his lack 
of scholastic prowess upon his asthma. His limited 
intellectual endowment was apparent to his teachers, 
who finally advised that he abandon hope of a col- 
lege education. 

Comment.—There was little home life for this 
patient after the age of 8, and the father died when 
he was 13. High rigid standards were established 
but little guidance given. The high expectations 
of the family were not tempered by recognition of 
his intellectual limitation and physical handicap. 


Case 21.—B. I., a 14-year-old Jewish boy, had 
a sister 6 years his junior. Both parents were raised 
and educated in Russia. They led an active social 
life until they married, bought a grocery store, and 
isolated themselves from outside companionship. 
The patient was born the following year and then, 
according to the family physician, “they concen- 
trated all their efforts on cramming knowledge 
into the boy. They coaxed and encouraged him in 
all possible ways to skip grades, make high marks, 
and to keep ahead of his classmates, without any 
apparent opportunity for relaxation for themselves 
or for the boy. For 14 years they might just as 
well have lived 500 miles from the city.” B. I. 
completed high school at 13 with the highest grades 
in his city, but he was eccentric, poorly socialized, 
and puzzled. 

The parents’ lives were embittered as well as 
narrowed. Constant strife prevailed in the rooms 
behind the store in which they lived. The father 
was an uncouth man with a terrible temper de- 
spite an unusual education for a man of his oc- 
cupation. He had left home at an early age be- 
cause he could not get along with his father and 
stepmother. At 15 he had not talked for a year 
because he had heard it would improve his singing. 
When the patient was 10 the father was depressed 
following financial reverses. He began to grow 
paranoidally suspicious of his wife's fidelity. He 
became frenzied if the patient brought a gentile 
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friend into the home, and once threw both his son 
and wife out of the home because he found the 
patient in the company of a gentile. The mother, 
though kindly, pushed the boy, centering her life 
about her hopes for a genius son. She confided 
her unhappiness to the patient and sought his help. 
When the patient was 13 she left her husband but, 
ynable to remain away from the children, begged 
the boy to threaten suicide unless the father brought 
her back home. B. I. was the hub around which the 
quarrels revolved. The mother, extremely orthodox, 
was raising him to be a rabbi, whereas the atheist 
father belittled all religious belief and filled the 
boy with poorly digested philosophical concepts. 
The patient resented his parents but felt bound to 
them by their efforts to make him great. The 
mother made a suicidal attempt when the son was 
hospitalized and the father became seriously de- 
pressed. 

Comment.—The home, shut off from social rela- 
tions, was filled with conflict, suspicion, and con- 
fused thinking. The unstable parents drove the 
boy to excel but pushed in opposite directions. The 
patient found no acceptable pattern in the home 
and came to have extremely ambivalent feelings 
toward both parents, who were making each other 
and the patient miserable. 


Case 24.—W. I. is a 16-year-old girl who grew 
up in a home with complicated interrelationships. 
The second of 3 children and the older daughter, 
she appeared to be the favorite of both parents. 
However, the family lived in the home of the 
divorced paternal grandmother, a _fiery-tempered 
woman with a whip for a tongue who hated her 
daughter-in-law and the patient. She had opposed 
the son’s marriage as she had made him promise 
to remain single and support her. The patient, as 
the father’s favorite, became the target of her 
enmity. She nagged and belittled the child con- 
stantly. 

The father, a heavy drinker with a violent tem- 
per, was paranoidally jealous of his wife. He was 
afraid to sleep alone, and insisted that both the 
wife and the patient sleep in the room with him. 
When they were away the butler had to sleep in 
the room. He was inconsistent with all of the 
children, whipping them for trivialities and indulg- 
ing them foolishly. The mother, supposedly of a 
relatively even disposition prior to the marriage, 
was unable to control herself when her husband 
and his mother lost their tempers, and violent 
quarrels took place almost every day. 

W. I. was indoctrinated by her father from an 
early age with the idea that petting and pregnancy 
were revolting. He insisted that he would never 
permit her to go with boys. Her first parties cre- 
ated violent scenes. The father would whip her if 
she returned home a few minutes late, and threat- 
ened to kill the mother if the patient became preg- 
nant. The girl had been attached to her father 
until this dissension started. She asked to be sent 
to boarding school and gained her ends with the 
mother’s help. However, just before she was to 
leave, the mother and the patient learned that the 
father had been keeping a mistress for years. 


Divorce proceedings were started but were discon- 
tinued because of the father’s threats. 

Comment.—The home was inordinately filled with 
enmity, instability, and contradictory behavior. The 
patient, as the favorite of the father, was more 
subject to the family conflicts. The father’s de- 
mands upon her and the mother in regard to 
sexual behavior were suddenly contrasted with his 
own infidelity. 


Case 35.—S. L., a 19-year-old college girl, was 
born 14 years after her sister and 22 years after 
her half-sister. The parents were both 42 at the 
time, and the pregnancy continued only after abor- 
tifacients had failed and several doctors had re- 
fused to perform an abortion. The mother hid the 
pregnancy which led to gossip that the patient was 
the illegitimate child of the half-sister. The 
parents took no interest in the unwanted child and 
left her to the care of an elderly divorced aunt 
who lived in the home. The aunt hated the pa- 
tient’s mother, and taught S. I. to hate her by 
informing her at an early age of the attempts at 
abortion and the gossip about her birth. The child 
was never permitted to play with other children 
but was taken to teas at which elderly ladies gos- 
siped. The aunt taught the child to spy upon the 
mother, read her mail, and report everything she 
heard. The aunt and the mother were openly hos- 
tile, at times having physical encounters. The 
aunt died when the patient was 13. 

The family was wealthy and the parents, who 
led an active social life, preferred to let the pa- 
tient have her way rather than be bothered. She 
received neither affection nor training. The family 
physician reported that she had not been taught 
to brush her teeth until the age of 15. Teachers, 
years later, recalled her as a child who had been 
pathetically neglected. Both the family physician 
and the teachers tried to intervene, but the mother 
only became insulted when it was suggested that 
the child was not being raised properly. 

S. I. never had a friend during childhood, and 
her isolation was increased by slight lameness, the 
result of osteomyelitis, improperly treated because 
the mother had removed the patient from the hos- 
pital as she was not eating well. 

Relatively little is known about the parents, but 
the mother was obviously a peculiar person who 
had been suffering from hyperthyroidism for years 
but refused operation. She insisted, when giving 
the anamnesis, that she knew nothing of sex, even 
though she had 3 children. She had placed great 
emphasis upon shielding S. I. from sexual contact 
by refusing to permit her out of the house after 
10 P. M., but evidently paid no attention when 
the girl, at the onset of her overt psychosis, in- 
vited dozens of undesirable men into the home who 
broke furniture, stole, and took turns at having 
sexual relations with the patient. 

Comment.—The rejection of the patient started 
prior to birth and continued to an unusual degree. 
The only guidance came from the unwholesome 
relationship with the aunt whose death when the 
patient was adolescent left her completely friendless. 
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Animosity toward the parents was not only reactive 
but actually fostered by the aunt. 


Case 47.—Z. A. is a 15-year-old boy, the oldest 
of 4 children. The father was an instructor in a 
preparatory school who treated the boy as an equal, 
offering little guidance. The mother dominated the 
home, but seemed to be a rather good-natured 
woman. She had suffered from emotional diffi- 
culties during adolescence and revolted against the 
socialite home by becoming a trained nurse. After 
each of her 4 pregnancies she had been overactive, 
and at other times there had been periods of mild 
depression. 

The home life was free of friction and the par- 
ents devoted considerable time to the children with- 
out being unduly oversolicitous. The patient’s pre- 
occupation with his relationship to his parents 
seemed more the result of specific interpersonal diffi- 
culties rather than a reflection of an unstable home. 
He resented the lack of guidance by the father, and 
the fact that the home was indistinguishably 
merged with the school that he attended. 

Comment.—Although the mother suffered from 
moderate manic-depressive mood swings, she ap- 
peared to have been a relatively adequate parent. 
For the purposes of this study the family environ- 
ment is considered to have been good, even though 
difficulties in the father-son relationship existed. 


The 7 cases which have been abstracted 
are fairly typical of the entire group. Six 
of the 7 grew up amidst family relation- 
ships which were overtly disturbed and ob- 
viously deleterious to integrated personality 
development. Three had lost a parent during 
childhood : 2 of these (F. A. and C. H.) had 
little parental guidance and no consistent 
home life thereafter, one under circumstances 
that fostered deep resentment toward the 
remaining parent; and the other lived in a 
home which became increasingly unpleasant. 
One patient (S. I.) had a home in name only, 
having been an unwanted and rejected child 
in an uncongenial home. Two (B. I. and 
W. I.) had been favorite children, but in 
homes marred by constant strife which 
focused about them, insecure because of 
repeated threats of separation fostered by 
the fathers’ paranoid tendencies. The re- 
maining patient came from a home which 
was considered reasonably amicable and con- 
stant, even though some sources of insecurity 
were found. The scrutiny of these synopses 
permits an understanding of the type of 
data from which the charts were constructed, 
the manner in which the material was evalu- 
ated, and an impression of how the more 
abstract data in the charts fit together. 
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ANALYSIS OF THE CHARTS 


1. Loss of a Parent.—Data were available 
for all cases. Fourteen patients had lost a 
parent by death, and an additional 6 had 
lost a parent from the home environment 
by divorce or separation before the patient 


/was 19. Thus 40% had been deprived of 


at least one parent. Pollock et al. reported 
a comparable figure (37.7%) in their sta- 
tistical survey of 175 schizophrenic patients, 
As this item could be readily checked in the 
case records of older patients, 50 histories 
of schizophrenic patients whose psychosis 
had become manifest ater the age of 21 
were reviewed, and it was found that 36% 
had been deprived of at least one parent prior 
to their 19th birthday. A control survey 
on Phipps Clinic case records of 50 psy- 
chotically depressed patients gave a figure 
of 20%. Pollock et al. reported 16.7% in 
a series of 155 manic-depressive patients. 
Of 69 medical students 12 or 17.4% had 
been deprived of a parent during the same 
age period. 

These figures are highly significant, and 
this problem has therefore been subjected 
to closer scrutiny. poigrg it seemed rea- 
sonable to assume that the loss of a parent 
deprived the child of necessary guidance or 
might have produced unfavorable home 
conditions, it did not seem plausible that 
such deprivation could in itself bear a direct 
relationship to the production of  schizo- 
phrenic reactiong) Indeed, the possible im- 
plication of these figures was a principal 
reason for undertaking this study. Analysis 
of the data alters the emphasis. Four, and 
possibly 5, patients had lost a parent be- 
cause the parent was psychotic and com- 
mitted suicide. In addition, the divorce or 
separation of parents was largely due to the 
psychotic or grossly unstable behavior of at 
least one parent in 5 of the 6 cases. Thus 
the loss of a parent in 9 and perhaps 10 
of the 20 cases was due to the serious emo- 
tional instability of a parent. 

In the control groups only one parent of 
a depressive patient had suicided, and none 
of the parents had been permanently sepa- 
rated. Of the medical students, 3 had lost 
a parent through permanent separation, but 
it is not known if any of these had been 
psychotic or grossly unstable. 
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The striking difference between the schizo- 
phrenic group and the control groups is 
seen to be largely a result of the psychotic 
or severely unstable behavior of parents 
which led to suicide or permanent separation. 

2. Incompatibility of Parents—Informa- 
tion adequate to form a definite impression 
was available in 33 cases. As has been noted, 
incompatibility led to divorce or separation 
(permanent or repetitive) in 7 cases. An 
additional 7 sets of parents had been seri- 
ously incompatible (cases 21-27). Four 
ore patients had parents who were mod- 
erately but clearly incompatible, while the 
marriage in 2 other instances was considered 
obviously uncongenial. Thus, of the 33 cases 
in which sufficient information was available 
for judgment, 20 or 61% had homes that 
had been marked by strife. Actually only 7 
of the 33 patients had the benefit of being 
raised by congenial parents as 4 had lost 
a parent by death, and 2 had been raised in 
homes kept free of strife only because the 
father had given in and pampered the eccen- 
tric and dominating mother. 

Of the remaining 17 marriages concern- 
ing which information was deemed inade- 
quate to judge the compatibility, 6 had been 
terminated by the death of one partner. 
Although none of the remainder ended in 
divorce, it was fairly definite that many 
were uncongenial, and it does not seem likely 
that further information would appreciably 
alter the calculation of the percentage of 
wncongenial marriages. 

3. Extreme Instability of Parents—Data 
were available for at least one parent in 48 
cases. Twenty-three patients (48%) had 
29 parents who were either psychotic or 
chronically and seriously neurotic or psy- 
chopathic. The mother alone was unstable 
in 9 cases, the father alone in 8 cases, and 
both parents were markedly unstable in 6. 
As information is not always given, this 
is clearly a minimal figure. 

4. Unsuitable and Unusual Raising.— 
Estimation is particularly difficult for this 
item. Data are completely absent in 6 cases. 
The pattern of raising was bizarre or ex- 
tremely faulty according to conventional 
standards in at least 18 (41%) of the 44 
cases where the information permitted some 
evaluation. Ten patients had been rejected 


by at least one parent to an extreme degree 
such as can be noted in Case Abstracts 9 
and 35. 


CoMMENT ON DATA FROM CHARTS 


The analysis of the data gives a statistical 
summary of some of the adverse influences 
to which the patients had been subjected in 
the early home environment, but it fails to 
convey the heaping up of deleterious factors 
which occurred in most cases. There were 
10 patients in whom none of the various 
items studied appeared to play a significant 
role, but these included 5 cases in which 
no information or relatively little informa- 
tion concerning the home life was available. 
The other 40 patients were exposed to many 
injurious influences. These 40 patients had 
been deprived of the guidance of 15 parents 
by death and 13 by separation ; they had been 
exposed to the behavior of 29 grossly un- 
stable parents; and to the insecurity of 21 
clearly incompatible marriages; and 18 had 
been raised in unusual and eccentric fashion. 

Stated conversely, only 5 of the 50 schizo-™ 
phrenic patients could be said to have clearly 
come from reasonably stable homes in which 
they had been raised by 2 stable and com- 
patible parents according to fairly acceptable 
principles of child rearing. o 


DIscUSSION 


A statistical or semistatistical survey can- 
not afford an understanding of the develop- 
mental dynamics gained through the care- 
ful study of individual cases. The 7 case 
abstracts barely indicate the influences within 
the family which weigh upon the individual 
and help mould him, and the charts can only 
offer a glimpse of the manner in which the 
several factors studied impinge upon each 
of the 50 cases. Sibling relationships, often 
extremely significant, have been evaluated 
in but a few cases, and extrafamilial influ- 
ences and the idiosyncrasies of individual 
development have been carefully screened 
out of the study. The study of the histories 
of these patients impresses forcefully that 
one patient after another was subjected to a 
piling up of adverse intrafamilial forces that 
were major factors in moulding the mis- 
shapen personality, and which repeatedly 
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interfered with the patients’ attempts at 
maturation in most discouraging fashion. 
The survey has been confined to the grossest 
features of the family environment. In 
their evaluation the prejudices of the indi- 
vidual physician caring for the patient, or 
of the writers, play a relatively small role. 
The intention has been precisely this: to cal? 
attention to the unusually poor family set- 
tings in which most schizophrenic patients 
gain their start in life, and which play a 
major role in the formation of interpersonal 
relationships, the projective systems, and the 
basic attitudes with which they face life and 
upon which they must build. 

There has been an increasing tendency of 
late, more so than appears in the literature, 
for those interested in the psychotherapy of 
schizophrenic patients to lay stress upon the 
pernicious influence of the mothers, the se- 
verely rejecting mother, the so-called schizo- 
phrenogenic mother(3). The origins of the 
schizophrenic reaction pattern have been 
sought in the infantile relationship with the 
mother who empathetically conveys her feel- 
ings of rejection to the infant(4). The 
authors do not mean to detract from the 
importance of the early maternal rejection. 
7 However, similar rejection or even more 

serious maternal rejection may be found in 
other psychiatric syndromes including cer- 
tain psychosomatic configurations. If the 
WWpe and degree of rejection suffered by 
schizophrenic patients can be differentiated 
from the rejection to which other patients 
are exposed, it has not been made apparent 
as yet. This study indicates that less subtle 
early influences warrant careful attention. 
The data Which have been Teported here 
would appear to indicate a high frequency 
f grossly abnormal parental influences dur- 
ing the childhood of schizophrenic patients. 
At is suggested that there may well be a di- 
rect relationship between the degree of ab- 
normality of the early environment and the 
seriousness of the emotional illness. 

The suggestion is offered that, whereas 
infantile relationships may start the patient 
in the direction of asocial development or 
form an anlage for later regression to in- 
fantile patterns, it may be the serious diffi- 
culties that are chronically present through 
childhood which prevent the patient from 


fitting into the pattern offered by society, 
In our data it is apparent that the paternal 
influences are noxious as frequently as are 
the maternal. The study of some of the 
cases leaves the impression that, had there 
een a stable father to offer guidance or to 
serve as a source for stable identification, 
the patient would not have been so seriously 
affected by the mother’s difficulties(/The con- 
flict within the patient concerned With am- 
bivalent feelings toward one or both parents, 
the divided loyalties, the unstable identifica- 
tions, the incorporation of hostility directed 
toward one or the other parent—all these 
are often due to the influences of both par- 
ents.} In the study of individual patients 
the gross abnormalities of the family back- 
ground are not to be disregarded in favor 
of the more subtle interpersonal relation- 
ships, but should serve as background in- 
formation which may throw light upon the 
reasons why the patient’s emotional illness 
takes the drastic form. 

It is recognized that the study can be taken 
to indicate that the instability of schizo- 

Vphrenic patients is hereditary. Although all 
the adverse familial influences are not di- 
rectly to be attributed to the emotional insta- 
bility of the parents, the differences between 
this group as a whole and some group of 
patients with another ailment might possibly 
be shown to be largely a matter of the fre- 
quency of serious instability of the parents. 
The problem is difficult to resolve: unstable 
parents tend to form unsuitable marriages 
and provide unstable homes. The cycle per- 
petuates itself. The topic will not be de- 
bated here. The emphasis of the paper, 
however, has been upon the survey of the 
environmental situation. 

The question as to why one child in the 
family becomes schizophrenic when all have 
been subjected to similar adverse influences 
is frequently propounded. The problem di- 
verges from the major emphasis of the 
paper, but it can be indicated that careful 
attention to the 7 case abstracts will show 
that all 7 patients had siblings. Six of these 
were considered to have come from adverse 
environments, and all 6 were clearly brought 
up under markedly different influences from 
their siblings. 
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SUMMARY 


The case histories of a series of 50 patients 
who had become manifestly schizophrenic 
prior to the age of 21 were studied to 
evaluate the nature of their family environ- 
ment. Twenty had lost a parent by death 
or separation prior to their 19th birthday ; 
ing cases (possibly 10) this loss was due to 
the serious emotional illness of one parent. 
Twenty of the 33 for whom there were ade- 
quate data had parents who were clearly 
incompatible. Twenty-three had at least one 
parent who was grossly unstable. Eighteen 
patients had been raised in a manner which 
was clearly bizarre or deleterious according 
to conventional standards. Only 5 of the 
50 patients could be considered to have been 
raised in homes that seemed reasonably 
favorable and which contained 2 stable and 
compatible parents until the patient was 
i$ years old. The large majority were im- 
peded by multiple deleterious influences 


which were chronically present or frequently 
recurrent. The paternal influence, accord- 
ing to this gross evaluation, was harmful as 
frequently as the maternal. The implications 
for the further study of the etiology of 
schizophrenia are discussed. 
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THE DYNAMICS OF PSYCHOTHERAPY ° 


An Ectectic Point oF View 


EDWARD G. BILLINGS, M.D., Denver, Coto. 


In the last century, psychiatry has become 
gradually the most rapidly advancing edge 
of the field of medical science. Generally 
speaking, during this period of development, 
the scientific understanding of man as a 
personality unfolded in two different ways. 
One began primarily with the psychiatrically 
sick person and evolved facts and promul- 
gated theories as to the reasons for the mal- 
adjustment as a point of departure in the 
understanding of the development of func- 
tioning of the person, ill or well. The other 
began with the study of the average indi- 
vidual in terms of the evaluation of person- 
ality functioning and adjustment capacities 
in the light of the laws of integration and 
“personal” science. 

The former afforded the worker, trained 
in traditional medical science, satisfaction in 
having a structural skeleton on which to 
build a therapeutic approach—at least to 
certain definable disorders of personality. 
The other, particularly devoid of ritualism 
and adherence to one or another special 
technique of investigation and therapy, often 
left the novitiate with the feeling he was in 
the “thick of thin things” but did equip him 
to meet on reasonable ground the vast ma- 
jority of psychiatrically sick people. 

Of late it has been most encouraging and 
stimulating to see the battle of the schools 
of psychiatric thought gradually quieting 
with the emergence of more collaborative 
attempts to adapt treatment to the field of 
psychiatric medicine that the eclectic psy- 
chiatrist has always been confronted with 
and for years has met with procedures that 
now are being rediscovered by some and 
heralded as being new. 

As an eclectic, I cannot speak in any way 
for eclectic psychiatrists as a group, nor do 
I desire to debate the merits of one or an- 
other “school” of thought or practice. In 
my practice and professional work, I am 


1 Read at the rosth annual meeting of The Amer- 
ican Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 
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called upon to understand and to attempt 
to correct, as well as possible, the whole 
array of personality problems presented by 
mankind from the cradle to just this side of 
the grave and involving anywhere from one 
individual to collections of whole families. 
In doing so, I believe I have offered my 
patients safety by relying on my training in 
internal medicine, under the direction of the 
late Dr. Charles P. Emerson, Sr., namely, 
never to be satisfied with or adhere solely to 
traditional procedures unless failure to so 
adhere might bring harm to the patient or 
diminish his chance of improvement. 

I am very much in the same position as 
most eclectic psychiatrists in that I find it 
impossible to reduce the varieties of human 
performances (‘‘behavior with meaning”) to 
any common denominator other than un- 
intentional and unwitting attempts on the 
part of individuals to adjust to life. There- 
fore, the dynamics of the psychotherapy 
utilized to improve the effectiveness of that 
adjustment must by necessity be multifarious. 

As in any field of medicine, a discussion 
of psychotherapy either from the point of 
view of policy, methods of implementing 
such, or of specific dynamics involved in the 
procedure, must naturally first be limited to 
the problem at hand and cannot be specific 
unless the patient as a personality, his par- 
ticular reaction in attempting to adjust to 
life and circumstances be appreciated. If 
one limits his medical practice solely to pul- 
monary tuberculosis or his surgical life to 
the correction of coarctation of the aorta, 
without paying much attention to the per- 
sonality of the patient possessing these dis- 
abilities, then he can reduce his procedure 
to a particular technique and can discuss 
the specific dynamics involved. In the prac- 
tice of psychiatry, wherein one is called upon 
to understand and aid in the correction of 
maladaptation manifested by anything from 
a hysterical tic to a paranoid delusion, from 
enuresis to homicidal trends, and from a 
simple marital maladjustment to a deep au- 
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togenous depression, it is indeed impossible to 
define any set of psychotherapeutic dynamics 
or one technique of procedure that can be de- 
pended upon. Especially is this true when, 
in the vast majority of instances, the family 
sroup requires as much, and sometimes more, 
understanding and therapy than does the 
patient. My remarks must consequently be 
general—for specificity in therapeutic pro- 
cedure can be attained only in the event a 
given patient, in a given setting, and pre- 
senting a given problem, is the focus of 
attention. 

This all may be taken as an excuse by an 
eclectic psychiatrist who is floundering in 
the thick of thin things. 

Dr. Cameron, in organizing this sym- 
posium, emphasized that it might be profit- 
able if we could in part interest ourselves 
in the development of ideas and our con- 
sequent beliefs stemming from our clinical 
experience rather than to reiterate or re- 
formulate what has been reported before 
or to merely elucidate our clinical experi- 
ences—usually tempered by what has been 
said before. Therefore, I shall offer you 
no summary of old facts, nor references to 
the literature, nor attempt to prove an idea 
as being correct. I shall merely attempt to 
set down some ideas that seem to be helpful 
to me in the treatment of my patients. 

It seems to me that the psychiatrist’s basic 
“armamentarium” includes principally the 
following : 


1. A knowledge of the phenomena of functional 
integration at the various levels as they pertain 
to the development and performance of man as 
found in the many social and racial settings. 

2. The capacity to evaluate the status of the 
patient in terms of different life phases of develop- 
ment and functional growth; and as a therapist 
to be able to project himself into that status and 
thereby to interpret the meanings of the symptoms 
and signs of ill health, never forgetting that every 
person possesses many potentialities that are never 
entirely predictable. 

3. The willingness to meet the patient initially 
on any “ground” available or permitted the phys- 
ician—and_ specifically, to give attention to the 
understanding of the meaning of what the patient 
consciously does as well as of what he says. 

4. Ability to estimate the goals of any therapy 
initiated and the relative possibilities of attaining 
them. 

5. Appreciation of, and experience in, the use of 
technical psychotherapeutic procedures for improv- 


ing the patient’s capacity to adjust more effectively 
and comfortably his personal business of living. 


The physician with a personality problem 
at hand must then marshal all resources and 
direct his procedure in a_ well-regulated 
fashion. 

In order to adjust my own attitudes, to 
determine what roles I shall have to take 
as a therapist, and to keep my patient and 
his family oriented as to what their respon- 
sibilities are in the therapeutic procedure, I 
find it essential to lay my treatment plans 
in some sort of a flexible frame. The follow- 
ing has so far proved practical : 


I. Indirect Therapies or those measures used 
in managing and correcting the manifesta- 
tions of the disorder to the extent of enabling 
the patient to function on as high a level of 
efficiency as possible, and to mobilize his 
resources for participation in the more direct 
procedures. 

1. Symptomatic or palliative measures (in- 

cluding the use of suggestion) : 
For the temporary amelioration and 
control of the more anatomic-physio- 
logic manifestations of the disorder. 

2. Supportive measures: 

For control of the more biologic and 
metabolic concomitants of the disorder. 

3. Sublimative measures : 

For the utilization of the patient’s in- 
terests and capacities in bringing about 
a better balance in living even when 
sick and to create greater opportunities 
for the institution of direct therapeutic 
measures. 

II. Direct Therapies or those measures used in 
managing and correcting the etiologic factors 
in the disorder. 

1. Management of the dynamic factors in 
the external milieu—especially by at- 
tainment of the collaboration and co- 
operation of the patient’s family. 

2. Management of the more personality-de- 
termined factors (internal milieu) by 
the physician acting as a guide, coun- 
sellor, and collaborator to the patient, 
as the latter develops understanding 
and improved performance and adjust- 
ment capacities. 

A. Suppressive, fortifying, and bal- 
ancing procedures. 
(1) Directive and suggestive mea- 
sures, including: 
(a) explanation, reassurance, 
and persuasion, 
(b) indirect suggestion, 
(c) direct suggestion, 
in waking state, 
in hypnosis, 
in drug hypnosis. 
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(2) Physicochemical measures, in- 
cluding : 
(a) Convulsive and coma- 
inducing procedures. 
(3) Neurosurgical procedures. 
B. Expressive, integration-stimulat- 
ing, and maturation-encouraging 
procedures: 

In these the patient assumes 
greater responsibility than in 2A 
(1.e., the suppressive, fortifying, 
and balancing procedures) in the 
collaborative treatment program. 
Herein the communicative and in- 
tellectual assets of the collabora- 
tors are particularly depended 
upon to bring about a more com- 
fortable emotional adjustment and 
growth, improved senses of values, 
attitudes more compatible with 
reality, and more reliable patterns 
of action and reaction (implicit 
and overt). 


Psychopathology infers that to the patient 
personally or to others a “complaint” exists. 
In other words, some disharmony, disorgan- 
ization, or abolition of personality function- 
ing on one or more levels of integration has 
occurred during the life development of the 
patient. These incidents and experiences and 
their relative effect on the patient require 
evaluation in terms of the patient’s develop- 
ment previous to their occurrence, and the 
degree to which their effect influences the 
present and even the future performance 
and adjustment of the given individual. It 
is with the modification of that future course 
of life events that psychotherapy is partic- 
ularly concerned. Specifically, then, therapy 
is the application of all influences available 
and usable to restore, or to bring about, 
useful compensations for abolished personal 
functions, to effect reorganization and re- 
store whatever degree of harmony in per- 
sonal functioning that may be possible, in 
order to alleviate at least some discomfort 
and satisfactorily as possible to improve the 
efficiency of the patient’s performance and 
adaptation in his external milieu. 

The marshalling and application of any 
influencing focus or dynamics by the ther- 
apist depend on what is to be expected of 
treatment, in the light of the potentialities 
of the patient and his environment, and on 
what the physician is permitted to do if he 
is able. Perhaps the problem is only that of 
giving the patient temporary respite during 


which the individual can re-gather himself, 
Thus, mere removal from the given en. 
vironment might suffice. In another instance, 
the improvement of the patient’s adjustment 
and efficiency may require psychotherapy 
applied to a second person or even a family 
group and not at all to the initial complainant, 
In some few instances the therapist may 
devote his entire effort to the patient—and 
to all intents and purposes work little or 
not at all with the environment, and other 
individuals in it. Therefore, to say that the 
attainment of a psychotherapeutic goal is 
dependent solely on a particular patient/phys- 
ician relationship may be inaccurate. “The 
psychotherapeutic situation is the field of 
operation of patient, the physician and the 
environment’ (1). 

Suffice it to say, in order to attain the 
therapeutic goal adequately, the physician 
must evaluate the responsibilities of the pa- 
tient, the environment (including the pa- 
tient’s society), and those of the physician 
himself and how he may enhance the con- 
tribution of each in bringing about an 
amelioration in the complaint problem. 

The patient and those constituting his 
society, through ignorance, certain beliefs, 
various rigidities, unwillingness to make con- 
cessions or to place confidence in others, 
may cause a situation to exist which, through 
the knowledge, diplomacy, and experientially 
determined skill of the therapist must be 
corrected before the patient can be truly 
helped. Thus one of the important first 
steps in therapy is that of enabling the pa- 
tient to accept his responsibilities not only 
for his difficulty, but also for getting well. 
Here the physician must rely on the facts 
of the story of the patient and others to give 
him sufficient initial understanding to bring 
into play common-sense interpretation, per- 
suasion, and suggestion, either by act of 
words, sufficient to create a healthy type of 
appreciation, perspective, and collaboration 
on the part of the subject. In doing this, 
the therapist must have the knowledge and 
experience to ascertain a sufficient number 
of the basic facts to substantiate his formu- 
lation, and to direct his approach. These 
facts are usually obtained by a customary 
development of the complaint and the high 
lights, at least, of the patient’s life story. 
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This may be accomplished by direct ques- 
tioning and study, or by allowing the patient, 
if he objects to the usual examination, to 
unfold his story without specific direction. 
It is my opinion that to rely solely on a 
particular directive or nondirective technique 
is but to court failure—for some patients 
may be equally averse to one or the other. 
The most that I can say for so-called non- 
directive procedures, in the majority of cases, 
either in eliciting the basic facts initially or 
as a basic therapeutic technique, is that they 
protect the patient from the inexperienced 
psychiatrist talking too much or too pre- 
maturely. There are instances, of course, in 
which nondirective methods are always help- 
ful in that they allow patients to express 
themselves without embarrassment or ex- 
periencing the ordeal of subordinating them- 
selves to direction by others. 

The subject of therapy must then, without 
feeling that he is having something inflicted 
upon him, be stimulated to become interested 
in his problem, to feel a challenge to correct 
it, and to feel more at ease, through under- 
standing, with the facts of personal science 
as it pertains to personality development and 
adjustment. This requires not only experi- 
ence but also trial and error and cautious 
approach lest the patient be overwhelmed 
with data and retreat further into illness, 
erect additional unhealthy defenses because 
of inadequacy feelings, or experience dis- 
organizing affective reactions. 

Thus, from the very outset the physician 
must quickly apprise himself of the dis- 
criminative, affective, and effective functions, 
the trend of habits of action, and the funda- 
mental potentialities of the subject if he is 
to develop in his patient an initial state of 
plasticity conducive to modification. To be- 
gin with attempting to wedge the patient’s 
experience into a preconceived formula, or 
even the framework of another individual’s 
experience, is to encourage disappointment. 
Until the recipient of therapy can be edu- 
cated otherwise, examination, directive and. 
or nondirective study of his assets, liabilities, 
and reactive capacities must be kept on as 
natural a basis as possible to the patient and 
free from guiding the patient into making 
premature commitments. The patient must 
have a basic appreciation that the therapist 


can meet him on a common ground. Except 
for rather unusual and specific types of 
cases the patient has, from time to time, 
a fundamental need for explanation of the 
problem, opportunities for improving his 
understanding, and the general plans for 
the work to come. This in itself is a most 
important tool in therapy. 

It may be necessary to utilize hypnosis 
or shock, coma, and narcosis producing pro- 
cedures to eliminate interfering and leading 
affects and embarrassment reaction, to frag- 
ment set beliefs and conclusions, to activate 
basic instinctual drives, or guide the subject 
through or around psychological barriers to 
the extent that some common ground of 
collaboration between the physician and pa- 
tient can be attained. 

To accomplish even this much in the way 
of therapy, the physician must be able to 
have among other attributes: (1) a comfort- 
able concept of the time factors involved in 
the development and correction of person- 
ality disorders, (2) the knowledge of the 
relative responsibility for therapy on the part 
of the patient, family, and physician, (3) a 
knowledge of the capacity of the patient to 
accept, digest, and utilize material evolved— 
this includes an appreciation of the need of 
the patient for sufficient time between ther- 
apeutic meetings, rest periods, etc. 

Inasmuch as all functions of the individual 
are in the service of his personality and the 
more personal ones are the result of the 
integration of those of lower order, ther- 
apeutic attention must, by necessity, be given 
to the control of the manifestations or re- 
verberations of this over-all disorder. By 
so doing, the patient can be afforded addi- 
tional comfort ; through improved functional 
efficiency his capacity to meet and handle his 
problem is enhanced, and interfering mani- 
festations of the reaction may be ameliorated. 

Consequently it is apparent that therapy 
is always a combination of all the procedures 
presented in the outline above, in which 
either suppressive or expressive procedure 
is, in the main, the leading theme. This 
depends on the degree of the person’s per- 
sonality organization or disorganization, the 
chronological and maturation age of the in- 
dividual(2), the nature and degree of se- 
verity of the presenting problem, its genesis, 
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and the knowledge and technical training of 
the physician. 

In accomplishing the suppressive, fortify- 
ing, and balancing procedures, the important 
activating or dynamizing force utilized in 
giving the patient confidence and security 
in himself and returning him to some level 
of acceptable and constructive adjustment 
is suggestion plus or minus the biophysico- 
chemical measures as indicated. The applica- 
tion of such a dynamic force is enhanced by 
the respect the patient has for the physician, 
the exemplary role that the therapist can 
assume, and the empathic contact between 
the doctor and the patient. Explanation, 
suggestion, persuasion, etc. are utilized to: 


1. Give the patient secondary security via an 
understanding of the meaning of his complaints 
and illness as a whole—at least to reassure him 
all possible as to the benignity of the complaints 
insofar as his future existence is concerned. 

2. Attain superficial clarification of interfering 
and biased attitudes and hampering sentiments. 

3. De-highlight emotionally highly charged ex- 
periences and making further repression of them 
possible—thus increasing the person’s spontaneity 
and willingness to take a chance in indulging in 
a broader performance in the hope that the dividends 
in the way of gratification will be sufficient to pro- 
mote continued constructive activity with or without 
some symptoms. 

4. Re-establish a reasonable and more comfort- 
able balance in rest, recreation, and work. 

5. Aid the patient in attaining the status wherein 
he can use the recurrence of symptoms as indicators 
as to his relative position in the state of adjustment, 
though actually he is still “flying blind” as it were. 


Thus the therapist directs his available 
forces primarily at balancing the patient's 
basic action tendencies or conative processes 
and strengthening his affective controls with 
less emphasis on utilizing the subject’s cog- 
nitive functions to the end of his attaining 
real insight or a full understanding with all 
of the personality readjustments concomit- 
ant therewith. 

Direct therapy in which integration-stimu- 
lating and personality growth or matura- 
tion-encouraging procedures are employed is 
applicable to some extent in most psychiatric- 
ally ill patients. Except for a very few 
special children and adolescents and only a 
rare individual over 55 years of age, patients 
falling into these age groups are as a rule 
treated better by emphasizing less, personality 
analysis and synthesis as alluded to here. 


In general, the applicability of this aspect of 
therapy depends on the subject having aver- 
age or better intelligence, cognitive attributes 
that allow for a fair degree of participation 
in analysis and synthesis, perseverance with- 
out the inclination to indulge in “to the last 
fact” type of analysis, and a potentially rea- 
sonable degree of organization in terms of 
maturity or balance in his basic functions 
for his period in life. 

Patients showing the following reactions 
frequently require the utilization of this 
more thoroughgoing or intensive type of 
therapy provided they have credible ca- 
pabilities to participate: varying degrees of 
immaturity reactions (constitutional psychop- 
athy), the more chronic and deep psycho- 
neurotic disorders, reactive affective distur- 
bances, some of the paranoid reactions and 
many of the personality maladjustments in 
which so-called somatization reactions are 
prominent. 

In this phase of therapy many techniques 
are employable, depending essentially on the 
patient’s particular bent and ability to assume 
his share of responsibility in taking the lead 
without getting lost, and on the physician’s 
personal makeup and ability. These tech- 
niques which may be used singly, but usually 
in combination, to assist in giving the patient 
understanding and applicable insight, in- 
clude: across the table discussions, more or 
less directed by the doctor and framed in 
the history of the person ; written personality 
study with concurrent discussions; so-called 
nondirective ventilation by the patient; cre- 
ation of situations in which special or trau- 
matic experiences can be relived and abre- 
acted with benefit; analysis of personality 
performance in relation to situations of the 
recent past and present ; analysis and control 
of the attitudinal and affective relations of 
the patient and physician; free association 
techniques ; occasionally dream analysis if it 
can be practically applied to the understand- 
ing of the present and future behavior of 
the patient, etc. At times, the above can be 
augmented by group psychotherapy of one 
sort or another. 

So by the application of education as de- 
fined and as a dynamic treatment process, 
utilized in the framework of the whole ther- 
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apeutic methodology as outlined, the patient 
is: 


1. Led to accept his personality assets and liabil- 
ities with greater equanimity and without loss of 
spontaneity and originality ; 

2. Unburdened of hampering 
biased points of view; 

3. Aided in attaining a better sense of values, 
as to time, spatial relations, dispensation of energy 
in terms of gain, and what constitutes success and 
failure ; 

4. Helped in the reformulation of his primary 
and/or secondary goals and the more _ healthy 
direction of his strivings; 

5. Assisted in accepting his relative position in 
the group in terms of his dependency/independency 
tendencies ; 

6. Instructed as to what general pace in living 
and action he is most compatible with; 

7. Influenced to develop and utilize more effec- 
tively his economizing functions of memory (re- 
pressions, etc.) and emotional control ; 

8. Inspired to attain healthy and dependable 
habit patterns of implicit and overt activity in 
keeping with his relative phase of life development 
and the circumstances in which he must live. 


sentiments and 


In general, in my experience, it is not 
necessary except in a minority of instances 
to work toward creating any special type of 
patient/physician relationship or “transfer- 
ence’ situation in order to accomplish the 
goal of therapy. In my work, the patient is 
encouraged to assume, and at times even he 
is actually charged with, considerable re- 
sponsibility for the correction of his dis- 
ability, and attainment of total unified ad- 
justment and effective living. It is impor- 
tant, I believe, that we refrain from the 
overmechanization of psychiatry, from our 
finding comfort as therapist in relegating too 


much to “sublevels” of consciousness or the 
use of one instinctual urge and the drives 
elaborated therefrom as the medium in which 
to understand the discordancies, imbalances 
in and even destruction of personality func- 
tions. 

To state that suggestive procedures and 
education in the broad sense are the tools by 
which we attain a therapeutic goal does not 
imply that the patient or at times even the 
therapist, in using them, must know all the 
whys and wherefors of all that takes place 
in treatment—any more than it is necessary 
for the patient and even the doctor to be 
aware of all that transpires when an an- 
tibiotic eradicates an infection and conse- 
quent pain and disability. The patient needs 
to know enough and to develop patterns of 
action and reaction sufficient to find a way 
of life with which he is more comfortable 
and in which he is more effective. The 
doctor, among other things, must at the same 
time be aware of what he himself does not 
know and understand, in order to keep con- 
stantly available to him opportunities for 
further attainment of fact, to encourage the 
development of his scientific curiosity, and 
to facilitate his synthesizing the various psy- 
chiatric points of view in the interests of 
advancing psychiatry as a whole. 
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THE USE OF ELECTROSHOCK THERAPY IN TREATING 
PSYCHIATRIC PATIENTS WITH ASSOCIATED 
PULMONARY TUBERCULOSIS 


HENRY P. CLOSE, M.D.,! Coaresvitie, Pa. 


Psychiatric patients with associated pul- 
monary tuberculosis are frequently denied 
electroshock therapy because of the possibil- 
ity of spreading the tuberculosis. In many 
instances the denial of such therapy results 
in progression of the psychiatric condition 
often with development of such symptoms 
as refusal of food or physical hyperactivity, 
both of which are capable of aggravating 
the pulmonary infection. In addition to this, 
many hyperactive and noncooperative pa- 
tients are denied special forms of therapy 
for their tuberculosis. 

Opinion in the literature as to whether or 
not electroshock activates latent pulmonary 
tuberculosis is divided. Hemphill(1) reports 
3 cases of tuberculosis developing in 200 pa- 
tients treated with electroshock. He states 
that the patients were “apparently healthy” 
before treatment. This opinion was probably 
based on symptoms and physical findings 
since no mention is made of chest x-rays 
having been taken. Kino and Thorpe(2) in 
1946 stated, “We have not thought it neces- 
sary to do a routine x-ray of the chest before 
treatment but a careful physical examination 
was always carried out and except in schizo- 
phrenia there seems to be little risk of ac- 
tivating a latent pulmonary tuberculosis.” 
This report further indicates that in 700 pa- 
tients treated with electroshock no cases of 
clinical tuberculosis developed. Kalinowsky 
(3) has not seen activation of latent tuber- 
culosis by electroshock therapy. On the other 
hand, Norman and Shea(4) treated 266 pa- 
tients with electroshock therapy and reported 
that 3 patients developed active pulmonary 
tuberculosis. More recently, Allen and Duval 
(5) reported the case of a patient with 
moderately advanced pulmonary tuberculosis 


1From the Veterans Administration Hospital, 
Coatesville, Pa. 

Published with permission of the Chief Medical 
Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no respon- 
sibility for the opinions expressed or conclusions 
drawn by the author. 
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who developed a spread of the lesion follow- 
ing electroshock. In this particular case, a 
chest x-ray had been taken 2 months before 
beginning shock therapy, but no x-ray was 
taken immediately before treatment. Two 
weeks following a series of 8 convulsions 
this patient complained of anorexia and 
fatigue. Physical examination and x-ray 
studies demonstrated a marked spread of 
the tuberculous lesion. 

Analysis of these data from the literature 
thus offers insufficient evidence for forming 
definite conclusions concerning the role of 
electroshock in activating latent pulmonary 
tuberculosis and, as will be shown, the cri- 
teria presented have not always been care- 
fully controlled. 

Theoretically, electroshock therapy might 
be expected to have an untoward effect upon 
both latent or active pulmonary tuberculosis 
since the induced convulsion is characterized 
by a maximal forced inspiration and termi- 
nated with a forced expiration. The pos- 
sibility of tearing fibrous patches containing 
tubercle bacilli and activating latent disease 
must be considered. In an active case, secre- 
tions from the bronchus draining a diseased 
area might be aspirated by the forced inspira- 
tion into an uninvolved area of the lung, 
thus initiating active disease(6). The spread 
of tuberculosis might also be encouraged by 
the development of scattered petechial hem- 
orrhages occurring in the lung. These have 
been shown to occur in rats in experimental 
studies on electroshock(7). 

In spite of these theoretical dangers there 
also exist in the literature certain indications 
for such therapy beyond such considerations 
(8-10). However, the opinion expressed 
gives only one detailed case report(1II). 
Duval and Allen(5) suggest that electro- 
shock be used when the mental condition of 
the patient is having an untoward effect upon 
the existing tuberculosis. 

Symptoms and signs of pulmonary tuber- 
culosis are frequently absent when active 
pulmonary tuberculosis is present. Pinner 
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(12) has stated: “The existence of a focus 
in the lung can at times be proved by physical 
signs, but it is much more important to re- 
member that absence of a tuberculous focus 
can never be proved without adequate x-ray 
examination.” It has been further shown by 
Pinner(12) and Reisner(13) that pulmonary 
tuberculosis may develop rapidly, in fact 
within a few weeks, in persons without 
lesions previously demonstrated by chest 
x-ray. Lesions already diagnosed may pro- 
gress with equal rapidity. Our own experi- 
ence confirms these statements and chest 
x-rays are presented to emphasize the fact 
that pulmonary tuberculosis may show rapid 
spontaneous progression: 


A patient (S.B.), age 29, on routine chest x-ray 
was found to have an exudative infiltration with 
cavitation in the left lung (Fig. 1). Sputum was 
positive for acid fast bacilli. He was placed and 
remained at bed rest. Six days later a chest x-ray 
showed the lesion in the left lung unchanged; 
however, an exudative density had developed in 
the upper third of the right lung (Fig. 2). 

A second patient (S.W.), age 51, had been found 
to have small fibrotic densities at both apices on 
routine chest x-ray in June, 1946. He had chest 
films taken at frequent intervals and in September, 
1948, it was thought that there had been a slight 
progression of the right apical infiltration. Patient 
remained at bed rest. Gastric washing was positive 
on culture for acid fast bacilli. Chest x-ray October 
4, 1948 (Fig. 3) shows the small infiltrations at 
both apices. Chest x-ray on November 15, 1948 
(Fig. 4), 6 weeks later, shows the lesion at the left 
apex to be unchanged but there is a heavy density 
in the outer zone of the right upper lobe surround- 
ing a cavity 3 cm by 1.5 cm. 

It is to be noted that, in the first case, 
spread of tuberculosis in patient at bed rest 
from one lung to the other occurred spon- 
taneously within a 6-day period and in the 
second case a large cavity developed in a 
relatively short time. Thus, had either of 
these patients been given electroshock with- 
out an x-ray examination immediately prior 
to the institution of shock therapy, it would 
probably have been concluded that the shock 
therapy was responsible for the spread and 
aggravation of the tuberculosis. 

During the past 3 years, 3,708 psychiatric 
inpatients have been treated at this hospital. 
Chest surveys by x-ray were carried out 
every year during this period. Thirty-three 
patients were found to have clinically sig- 
nificant pulmonary tuberculosis. This figure 


2 


does not include patients previously known 
to have tuberculosis and under treatment in 
the tuberculosis section of the hospital, nor 
does it include patients transferred into the 
hospital with a diagnosis of tuberculosis. Of 
these 33 patients, 23 had not received electro- 
shock at any time, while 6 had received 
electroshock more than 2 years prior to the 
development of pulmonary tuberculosis and, 
of these 6, 2 had also had deep insulin shock 
therapy 2 years and 8 months, respectively, 
before developing tuberculosis. Of the re- 
maining 4 patients, I received electroshock 
7 months prior to the demonstration of the 
tuberculous lesion, and the other 3 received 
deep insulin shock 1 year prior to presenting 
evidence of tuberculosis. It is believed that 
the long interval between the termination 
of shock and the development of tuberculosis 
is reasonable evidence upon which to rule 
out shock therapy as a factor in these cases. 

Based upon the above evidence, it was 
believed that without more clinical studies 
than those which appear in the literature, it 
would be impossible to arrive at definite con- 
clusions concerning the important problem 
of whether or not electroshock therapy is 
contraindicated in latent or active pulmonary 
tuberculosis. To this end, we carried out a 
study of the use of electroshock therapy in 
psychiatric patients who had associated, pul- 
monary tuberculosis, using, as a control, 
x-ray studies taken immediately prior to the 
institution of shock therapy and at repeated 
intervals during and following treatment. 
A total of 8 such cases were so treated 
from January, 1947, through November, 
1948. Abstracts follow. 


Cas—E 1—A.A.T. A 29-year-old male veteran 
admitted to the hospital January 29, 1948, with the 
diagnosis of schizophrenic reaction, paranoid type. 
Physical examination was within normal limits. 
Chest x-ray disclosed a minimal exudative tuber- 
culous lesion in the apex of the left lung that was 
considered to be active. Temperature, blood counts, 
sedimentation rate, and urinalysis were normal. 
Two gastric washings were negative on guinea pig 
inoculation for acid fast bacilli. Bed rest was pre- 
scribed but the patient was hyperactive and sedation 
did not help. It was decided that electroshock 
might control this hyperactivity and, starting on 
March 5, 1948, he was given 3 electroshock treat- 
ments per week for a total of 20 treatments. He 
became more cooperative and remained at partial 
bed rest. The tuberculous lesion showed improve- 
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ment on x-ray and his last film, November, 1948, 
showed beginning fibrosis. 


Case 2.—J.S.K. A 24-year-old male veteran ad- 
mitted to the hospital December 18, 1946, with the 
diagnosis of schizophrenia, catatonic type, and pul- 
monary tuberculosis, minimal active. Physical ex- 
amination on admission was within normal limits 
Chest x-ray disclosed a small exudative lesion at 
the left apex with an area suggestive of cavitation 
Gastric washing was positive on culture for acid 
fast bacilli. There were no other positive findings. 
The patient was uncooperative and refused to take 
adequate nourishment. He rapidly lost weight and 
we felt that if this continued the tuberculosis would 
show progression. Electroshock beginning January 
22, 1947, was administered 3 times a week for a 
total of 10 treatments, His weight went from 143 
to 157 pounds but he was uncooperative and refused 
to take adequate rest. Insulin shock therapy was 
given for a short period from February 24 to March 
11, 1947. He continued to gain weight and became 
more cooperative. Chest x-ray showed progressive 
improvement of the lesion during this period and 
gastric washings were negative for acid fast bacilli 
in November, 1947, and April, 1948. By July of 
1948 chest x-ray showed the lesion to be stable and 
his weight had gone to 180 lbs. He was transferred 
from the tuberculosis ward. 


Case 3.—R.W.E. A 31-year-old male veteran 
admitted to the hospital March 6, 1948, with the 
diagnosis of schizophrenia, catatonic type. Physical 
examination was within normal limits. Chest x-ray 
showed an exudative density at the right apex with 
a small area suggestive of cavitation. Temperature 
was 100 (rectal) in the afternoons, sedimentation 
rate 22 mm in 30 minutes, and a gastric washing 
was positive for acid fast bacilli. During the first 
month in the hospital, patient remained at bed 
rest and took proper nourishment. He gained from 
124 to 155 pounds and his temperature returned to 
normal. During the second month in the hospital he 
became uncooperative and refused to take proper 
nourishment or bed rest. His weight promptly 
dropped from 155 to 142 pounds. At this time, it 
was thought advisable to give electroshock. This 
was begun on May 24, 1948, and 3 treatments were 
given per week for a total of 14 treatments. Two 
weeks after completing treatment his weight was 
170 lbs. and he was cooperative. The lesion re- 
mained unchanged on x-ray during this period and 
on September 14, 1948, a phreniclasis was per- 
formed on the right side under local anesthesia. 
Since that time the lesion has improved and the 
patient remains cooperative. Sedimentation rate in 
November, 1948, was 8 mm in 30 minutes and 
gastric washing was negative for acid fast bacilli. 


Comment.—In these 3 cases electroshock 
therapy brought about a symptomatic relief 
of the psychoses and thereby gained the 
cooperation of the patients in taking bed rest 
and proper nourishment. We feel that the 
marked improvement of the patients’ tuber- 
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culous lesions was primarily due to these two 
factors. 


Case 4.—E.L.M. A 53-year-old veteran admitted 
to the hospital January, 1948, suffering from involy- 
tional melancholia and pulmonary tuberculosis, mod- 
erately advanced, active. Patient had been found to 


have tuberculosis in April of 19047 and was ad. 
mitted to a tuberculosis hospital for treatment, 
While in that ho pital he became depressed and 
eclusive On admission to this hospital he dis. 
played extreme apathy and uncommunicative 
except when questioned and then he gave simple 
inadequate answer He wa preoccupied with s0- 
matic delusions. Physical examination on admission 
was within normal limit Chest x-ray showed 
exudative densities in both upper lobes and thick. 
ened pleura at the right base putum was positive 
for acid fast bacilli, He weighed 127 pounds at 
this time. Electroshock was given three times per 
week for a total of 20 treatments, Improvement 
in his mental condition was rapid and he became 
cheerful and cooperative and gained 22 pounds in 
weight. Chest x-rays were taken at frequent in- 
tervals and there was slight improvement in his 
tuberculosi He returned to the tuberculosis hos- 


pital with complete remission of his mental illness, 


Comment.—This patient’s mental illness 


was of a type known to have an excellent 
response to electroshock therapy, but delay 
in giving the treatment would reduce the 
possibility fora good prognosis. This is the 
type of case in which shock therapy might 
be delayed until the tuberculosis improved 
with bed rest, since the patient was coopera- 
tive. There was slight improvement in the 
patient’s diffuse tuberculous lesions and he 
showed a remarkable improvement in his 
general state of nutrition following shock 
therapy. 


CAsE 5.—H.V.K. A 28-year-old veteran admitted 
to the hospital December 3, 1942, with the diagnosis 
of schizophrenia, catatonic type. Physical examina- 
tion and chest x-ray were within normal limits. In 
November of 1946 chest x-ray showed diffuse exu- 
dative densities at the left base and the right apex 
with a large cavity in.the center of the apical 
lesion. Patient’s general condition was poor and 
it was difficult to make him take proper treatment. 
Sputum was positive for acid fast bacilli. On 
January 7, 1947, after a period of bed rest in which 
his temperature returned to normal limits, an arti- 
ficial pneumothorax was induced on the right side. 
This progressed satisfactorily except for some api- 
cal adhesions until April 1947 when he developed 
a pleural effusion on that side. The fluid was clear, 
straw colored, and negative for acid fast bacilli. 
The pneumothorax was discontinued at this time 
and an effort was made to control the fluid by 
repeated aspirations. The exudative density in the 
left lower lobe showed progression and the patient 
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was given streptomycin 2 gms per day for 120 
days. Two weeks after starting streptomycin, the 
fluid in the right chest became pea-green in color, 
viscid, and was positive for acid fast bacilli. The 
fluid continued to form and was removed by fre- 
quent aspirations. Fluid gradually diminished and 
a specimen taken November 7, 1947, was negative 
on culture for acid fast bacilli. In February, 1948, 
no more fluid could be aspirated and chest x-ray 
showed only residual pleural thickening on the right 
side. The large cavity had disappeared on that 
side after the pneumothorax therapy and the lesion 
at the left base had entirely resolved following the 
streptomycin, During this period the patient had 
heen fairly cooperative in taking bed rest and ade- 
quate nourishment, In March of 1948 he became 
catatonic and refused to eat. We thought that un- 
dernourishment would cause a relapse of his tuber- 
culosis and that every effort should be made to 
improve his food intake. Electroshock treatments 
were given 3 times per week for 20 treatments, 
His appetite improved and he gained weight from 
150 to 172 pounds, His weight has been maintained 
until the present time and his chest x-ray is clear 
except for a slight amount of pleural thickening at 
the right base. Three gastric washings have been 
negative for acid fast bacilli on guinea pig inocula- 
tion, 


Comment.—This patient had made re- 
markable improvement from far advanced 
pulmonary tuberculosis with empyema and 
we thought that his refusal to eat would 
cause a relapse. He gained weight while on 
shock therapy and the tuberculosis continued 
to improve. It seemed to us that the theo- 
retical possibility of activating this disease 
would ordinarily preclude shock treatment 
unless the danger of undernourishment in 
patients with tuberculosis was fully ap- 
preciated. 


CasE 6—G.H.T. A _ 43-year-old veteran ad- 
mitted to the hospital January 28, 1943, with the 
diagnosis of schizophrenia, paranoid type. Phy- 
sical examination was within normal limits. No 
chest x-ray was taken. Patient gradually lost weight 
from 164 to 135 pounds. A routine chest x-ray 
February 5, 1047, revealed an exudative density 
in the right upper lobe with several small areas 
suggestive of cavitations. Afternoon temperature 
was 100 (rectal) and gastric washing was positive 
for acid fast bacilli. Patient was encouraged to take 
bed rest but was uncooperative. Chest x-ray 
Showed that the lesion was unchanged and on 
August 21, 1947, pneumothorax therapy was started. 
The pneumothorax progressed well and a selective 
collapse of the diseased area was obtained. In 
November, 1947, the patient became hyperactive, 
paranoid, and, at times, destructive. It was im- 
possible to give his pneumothorax treatments. 
Shock therapy was started December 1, 1947, and 
continued 3 times a week for 20 treatments. Shortly 


after the beginning of therapy, he became coopera- 
tive and the pneumothorax was continued. The 
shock therapy had been completed on January 16, 
1948, and on February 2, 1948, he again became 
uncooperative and pneumothorax treatments could 
not be given. Electroshock was then given once 
a weck for the next 35 weeks. Patient was coopera- 
tive during this entire time and has remained so 
since the termination of treatment. His general 
physical condition is excellent, sputum is negative 
for acid fast bacilli, and chest x-ray after partial 
re-expansion of the lung shows that the lesion has 
cleared, In spite of the fact that the shock therapy 
gave some symptomatic relief the patient continues 
to have many delusions and will require prolonged 
hospitalization for his mental condition, 


Comment,—This patient required a total 
of 55 electroshock treatments in a period of 
48 weeks in order to bring about his co- 
operation in taking pneumothorax therapy 
and adequate rest. The tuberculosis showed 
rapid improvement during this interval: 


Case 7.—C.J.S. A 35-year old veteran admitted 
to the hospital February 13, 1946, with the diagnosis 
of schizophrenia, catatonic type. Physical examina- 
tion and chest x-ray were within normal limits. 
Patient was hyperactive, refused to take nourish- 
ment, and had to be tube fed. He was transferred 
to the medical service of the hospital December 9, 
1946, in a state of undernutrition, having declined 
in weight from 157 to 90 pounds. Chest x-ray dis- 
closed an exudative density involving the left upper 
lobe with several large radiolucent areas suggestive 
of cavitations. Sputum was positive for acid fast 
bacilli. Patient remained at bed rest and his appe- 
tite improved. Pneumothorax therapy of the left 
side was begun January 7, 1947, and progressed 
satisfactorily until May 22, 1947, when a pleural 
effusion developed. Thoracentesis revealed slightly 
cloudy, straw-colored fluid that was positive for 
acid fast bacilli. Pneumothorax therapy was discon- 
tinued and the chest aspirated at frequent intervals. 
The fluid gradually changed in appearance until it 
was viscid and pea-green in color. The patient 
became increasingly difficult to manage and fre- 
quently required tube feedings, which could be 
given only with considerable physical exertion on 
the part of the patient and the personnel. In 
November of 1947 he weighed 105 pounds, and 
chest film (Fig. 5) showed left empyema and apical 
infiltration with cavities. Electroshock was given 
3 times a week for 18 treatments. He gained 35 
pounds in the first 4 weeks of therapy and became 
cheerful and cooperative. Since he showed a 
tendency to relapse and required encouragement 
with his eating, the shock therapy was continued 
once a week, for 14 weeks. Frequent aspirations 
of the chest fluid were done until January 29, 1948, 
when no further fluid was obtained. Sputum was 
persistently positive for acid fast bacilli, but chest 
x-ray’ (Fig. 6) 2 months after completing shock 
therapy showed that the empyema had cleared and 
the density at the left apex was smaller although 


356 


ECT FOR PSYCHIATRIC PATIENTS WITH 


PULMONARY TUBERCULOSIS 


[ Nov. 


several cavities were still apparent. The patient 
then underwent a 3-stage thoracoplasty on the left 
with the removal of 7 ribs. He obtained an ex- 
cellent collapse of the diseased area, his sputum is 
negative, and he maintains his weight. Mentally he 
is improved and we expect him soon to leave the 
hospital. 


Comment.—The shock therapy brought 
about a rapid improvement in this patient’s 
nutritional state enhancing the clearing of 
his tuberculous empyema and permitting a 
thoracoplasty to be performed. 


Case 8.—J.J.R. A 30-year-old white male veteran 
admitted to the hospital May 4, 1946, with a diag- 
nosis of schizophrenia, catatonic type. Physical ex- 
amination and chest x-ray were within normal 
limits. He received insulin shock therapy from Octo- 
ber 29, 1946, until December 18, 1946, for a total of 
49 treatments. He was mentally improved and gained 
weight from 145 to 170 pounds. A relapse followed 
shoftly afterwards and he became seclusive and 
refused to take proper nourishment. In March of 
1948, his weight had dropped to 130 pounds. Chest 
x-ray revealed a localized density in the left lower 
lobe with a large central area of cavitation and a 
small exudative density at the left apex. Sputum 
was positive for acid fast bacilli, sedimentation rate 
was 23 mm in 30 minutes and temperature ranged 
from 101 to 102 (rectal). Patient was uncoopera- 
tive and refused to take bed rest. The lesions 
showed progression on x-ray and streptomycin was 
given in doses of one gram per day for 42 days 
until June 12, 1948. Chest x-ray showed slight 
improvement in the density surrounding the cavity 
but the patient continued to be uncooperative and 
required tube feedings which were difficult to give. 
Chest x-ray on August 8, 1948, showed a begin- 
ning infiltration at the right apex and some increase 
in the size of the cavity. On August 30, 1948, a 
phreniclasis was performed on the left side. Chest 
x-ray on October 4, 1948 (Fig. 7) showed a slight 
decrease in the size of the cavity but for the first 
time there was an exudative density in the right 
anterior interspace and some increase in the densi- 
ties at the apices. We felt that the patient’s under- 
nourishment was the prime factor in the spread of 
his disease and on October 8, 1948, he was started 
on electroshock 3 times per week for 6 weeks. He 
immediately began to take adequate nourishment and 
gained weight from 103 to 116 pounds. On Novem- 
ber 6, 1948, chest x-ray showed a marked reduction 
in the size of the cavity but as the recent lesions 
were unchanged it was thought advisable to give a 
second course of streptomycin. He received one 
gram per day for 42 days. There was continued im- 
provement in his condition. Chest x-ray November 
19, 1948 (Fig. 8) showed reduction in the size of 
the cavity in the left base but the other lesions re- 
mained unchanged. 


Comment.—This patient received electro- 
shock therapy in the presence of acute pul- 


monary tuberculosis because of his refusal 
to eat. His rapid improvement following 
shock was thought to be due in part to his 
more normal state of nutrition. 


DISCUSSION 

A study of 33 psychotic patients who had 
developed pulmonary tuberculosis while in a 
neuropsychiatric hospital shows that 5 had 
electroshock, 2 electroshock and insulin shock 
(not combined), and 3 insulin shock, but 
this therapy could not reasonably be as- 
sociated with the development of tubercu- 
losis. We believe that the high incidence of 
tuberculosis in mental hospitals is often in 
part due to undernutrition and hyperactivity 
of the patients plus prolonged intimate con- 
tact with active disease in hospitals where 
inadequate effort is made for case finding. 
Roentgen studies immediately prior to in- 
stitution of electroshock therapy will make 
case reports of patients developing tubercu- 
losis following electroshock therapy more 
valid for study. 

The 8 cases here presented of psychotic 
patients with associated pulmonary tubercu- 
losis treated with electroshock showed im- 
provement in their tuberculosis that could be 
indirectly attributed to the electroshock ther- 
apy. We do not mean to imply that electro- 
shock should be used indiscriminately in 
psychotic patients with associated pulmonary 
tuberculosis. Such therapy requires constant 
close supervision by an internist experienced 
in tuberculosis and by a psychiatrist. When 
these conditions are met we believe that 
electroshock should be used: 

1. In treating acute psychiatric illnesses 
with associated tuberculosis, if delaying the 
shock therapy would reduce the possibilities 
for a good prognosis in the mental illness. 

2. Whenever there is a possibility of 
alleviating symptoms which interfere with 
treatment of the tuberculosis. This refers 
principally to gaining the cooperation of the 
patient in obtaining proper nourishment, bed 
rest, or collapse therapy if indicated. 


SUMMARY 


1. Cases in the literature of patients de- 
veloping pulmonary tuberculosis following 
electroshock therapy have not been ade- 
quately controlled by x-ray and _ clinical 
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studies to an extent warranting definite 
conclusions. 

2. Electroshock therapy was not found to 
be associated with the development of pul- 
monary tuberculosis in psychotic patients. 

3. Case reports are presented of 8 psy- 
chotic patients with associated active pul- 
monary tuberculosis who were treated with 
electroshock in an effort to ameliorate the 
psychotic symptoms so that proper therapy 
could be directed to the tuberculous lesion. 
All cases showed improvement in their tuber- 
culosis which can be indirectly attributed to 
the shock therapy. 
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PSYCHIATRY AT THE CROSSROADS * 
RICHARD L. JENKINS, M. D., Cuampaten, ILL. 


A consideration of psychiatric testimony 
in court necessarily bears some relation to 
broad and even philosophical aspects of the 
relation of the psychiatrist to the world. 

We need to recognize that society had 
evolved means of social control several 
thousand years at least before the evolution 
of psychiatry as a special field, and conse- 
quently before psychiatry had any oppor- 
tunity for shedding light on the problems of 
social control. Methods of control were 
evolved which, however much they fall 
short of our ideals, did serve to make pos- 
sible the growth of a complicated and inter- 
dependent society and a high level of social 
and cultural evolution. Indeed, without the 
stabilization of social relations achieved 
through these prepsychiatric measures, the 
development of psychiatry itself would never 
have been possible. 

The more serious sanctions of social con- 
trol constitute the criminal law. History has 
demonstrated that criminal prosecution can 
be exploited as a means of personal ven- 
geance or personal aggression. Our Anglo- 
American tradition has evolved extensive 
and relatively effective legal safeguards for 
protecting the individual against such ex- 
ploitation. Unfortunately these safeguards 
also serve to block the effective use of social 
sanctions in instances where their use is in- 
dicated. There is little disposition, however, 
radically to scale down the legal protection 
afforded the accused. We fear a tyrannical 
government more than we fear the law- 
breaker. 

Experience early demonstrated that there 
were obviously disordered individuals with 
whom the ordinary measures of social con- 
trol were utterly unavailing. Humanitari- 
anism created for such persons a place of 
refuge, the insane asylum. Psychiatry de- 
veloped in the insane asylum from the study 
of persons grossly mentally disordered. In 
this setting, psychiatry established itself by 


1 Read in the Section on Legal Aspects of Psy- 
chiatry at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 
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the application of scientific method to the 
problems at hand. The psychiatrist con- 
verted the insane asylum into the mental 
hospital. 

Society divided its population into 2 cate- 
gories, the sane and the insane. The insane 
were described as bereft of reason, mad, 
moon-struck, or afflicted with lunacy. It was 
recognized that, since they were obviously 
not capable of a rational moral choice, the 
application of the punitive sanctions of the 
law was unjust and unwarranted. The psy- 
chiatrist’s success with those considered in- 
sane, while leaving much to be desired, was 
such as to give him a new grip on the under- 
standing and control of human _ behavior. 
Gradually he began to find that the methods 
he worked out with the insane were appli- 
cable and needful with many persons who 
had disturbances not reaching the level of 
insanity. At this point he began to expand 
his field by taking responsibility for the man- 
agement of less and less deviant problems of 
behavior. His degree of success with these 
has been greater than with the extremely 
deviant. But as he has dealt with the less 
and less deviant personalities, he has dealt 
with personalities whose capacity to respond 
to the traditional sanctions of social control 
is less and less impaired. Consequently, he 
has moved into an area in which the appli- 
cability of, or need for, his special approach 
is more and more subject to challenge, and 
indeed is more and more challenged. 

Psychiatry had at this point 2 choices. The 
psychiatrist needed to decide whether to re- 
strict himself to the areas where he could 
maintain his authoritative position as the 
only person capable of having an opinion, 
and to remain the monarch of the mental 
hospital, or frankly to enter the larger com- 
munity. To do the latter, he needed to rec- 
ognize that others might be entitled to opin- 
ions. He needed to go democratic, to be 
willing to collaborate, to discuss on an equal 
footing, and to seek to be a contributor to 
human decisions, rather than an authoritative 
arbiter of human destiny. The psychiatrist 
chose to enter the community, but he seems 
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not yet fully to have adapted himself to the 
change. Often he hankers for the symbols 
of authority. He may secure in the eyes of 
his conflicted and maladjusted patient in the 
community a position as final authority, but 
if his patient comes into conflict in the com- 
munity, this view is not likely to be shared 
by the policeman or the judge. They will 
probably hold that the patient must come 
to terms with nonmedical civilian authority 
or go to the particular bailiwick of the psy- 
chiatrist—the mental hospital. 

Whenever 2 philosophies are competing 
for control, 2 types of solution are possible. 
One is solution by division of areas of life 
between these 2 philosophies. The other is 
solution by peaceful interpenetration and 
new synthesis. Psychiatry came into being 
in relation to individuals with whom the or- 
dinary sanctions of control were inoperative, 
and its birth was a result of the solution 
of division. Once established, it pushed its 
limits outward while at first maintaining this 
philosophy of division. However, in rela- 
tion at least to the criminal law the limits 
where the psychiatrist can establish himself 
as final authority appear to have been de- 
fined some time ago, and the progressive in- 
fluence of psychiatry has in recent years 
been almost exclusively by permeation and 
new synthesis. 

The most conspicuous appeal to the solu- 
tion of division is the plea of not guilty by 
reason of insanity in the criminal court. 
This court, controlled by the rigidities of 
the criminal law, does not ask the psychia- 
trist how to understand or treat the accused, 
but confines itself to one question—that of 
the legal responsibility of the accused for 
his actions at the time of the crime. It was 
natural that courts did not want to run a 
risk of sanctioning crime, and that initially 
when there was a plea of insanity the re- 
quirement placed upon the defense was a 
severe one. In 1723 it was decided by an 
English court that, in order to be acquitted 
on grounds of insanity, the accused must be 
totally deprived of understanding and mem- 
ory and not know what he was doing any 
“more than an infant, or a brute, or a wild 
beast.” This restricted definition was grad- 
ually extended until in 1843 in the famous 
M’Naghten case the definition was arrived 
at that the accused is “punishable according 


to the crime committed if he knew at the 
time of committing such a crime that he 
was acting contrary to law.” The accused 
should be judged not guilty by reason of 
insanity if at the time of committing the act 
he “was laboring under such a defect of 
reason from disease of the mind as not to 
know the nature and quality of the act he 
was doing, or that if he did know it, he did 
not know he was doing what was wrong.” 
In many of our states the defense of insanity 
has been broadened by the admission of the 
irresistible impulse. 

While in the criminal court the focus has 
been upon the solution of division, collabora- 
tion has been developed in other courts 
where the law is less rigid. In the juvenile 
court, the question is one of the needs and 
welfare of the child. The attitude of the 
court is parental rather than punitive, even 
though measures of punishment may be in- 
volved. In place of a narrow consideration 
of legal responsibility and retributive jus- 
tice, there is a broader consideration of the 
child’s welfare and makeup, and of what 
measures are most likely to contribute to 
his rehabilitation. The psychiatrist is com- 
monly accepted as an expert but he is not 
the only expert. The psychologist, the so- 
cial worker, the educator, the sociologist, 
and the chaplain, for example, also have 
fields of expert knowledge. But the psy- 
chiatrist’s opinion regarding the child’s emo- 
tional needs is usually given great weight. 

Is it conceivable that a long-term solution 
satisfactory to anyone can come out of the 
present focus in the criminal court on the 
matter of sharply dividing the responsible 
from the irresponsible, those for whom the 
punitive sanction of the law is considered 
appropriate from those for whom psychiatric 
care is appropriate? Even though we were 
to broaden the present defense of insanity, 
would that really solve anything? Is the 
solution not rather the gradual permeation 
of administrative and popular opinion and 
of penal practice with an increasing measure 
of psychiatric understanding? Is any other 
solution possible, conceivable, really ? 

And this brings us to an error into which 
we often fall—a lack of sufficient under- 
standing of and respect for social as com- 
pared with individual psychology. 

As psychiatrists we are by training skilled 
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in studying the individual psychology of our 
patients and determining what they as indi- 
viduals need. The very focus of our interest, 
the very character of our work, is likely to 
result in relative neglect of group opinion 
and of its tremendous force in the behavior 
of normal people. Our psychotic patients are 
more or less isolated from each other. When 
we deal with psychoneurotics in urban prac- 
tice, we have a maximum of protection from 
the anonymousness of urban living and the 
privacy of professional contacts. 

We may lose some touch with group psy- 
chology and we may not be sufficiently aware 
how disturbing to the community individ- 
ualized treatment of the offender can be. 

The social control of the child is initially 
external in the control exercised by the par- 
ent. This parental control is in a sense the 
basis for all later control, whether internal 
or external. In its negative side this parental 
control is maintained by actions felt as pun- 
ishment by the child. If these actions are 
balanced by sufficient love and emotional se- 
curity, and the expected pattern of behavior 
is made sufficiently clear, possible, and toler- 
able to the child, the parentally enforced 
standards become internalized in what Freud 
called the superego. This early superego, 
gradually modified and extended by educa- 
tion, reflection, and, usually, religious train- 
ing, becomes the conscience of the adult. 
Most of us are controlled more by conscience 
than by fear of the police. But which of us 
is so satisfied with his own judgment and 
inner controls that he cannot, at times when 
he is under great stress, long for the steady- 
ing influence of external control ? 

The ordinary citizen has his impulses to 
violent or antisocial acts, or to take advan- 
tage of others. He maintains the balance of 
his inhibitions comfortably by remembering 
that such actions are wrong and should be 
punished. Then when someone commits such 
an act, he expects punitive action which will 
vindicate his belief. Should the offender be 
obviously and grossly disordered, he can 
accept the fact that the punitive sanctions of 
society are not properly applicable, and be 
willing to see the individual treated rather 
than punished. But if he can see no essential 
difference between the position of the of- 
fender and his own position, then if the 
offender is not punished it may become dif- 


ficult for him to maintain the balance of his 
own inhibitions. He is thrown into conflict 
within himself, and he clamors that “justice 
must be done.” The equilibrium of his per- 
sonality may not easily be restored unless 
“justice is done,” that is, unless the offender 
is punished. As psychiatrists we have not 
in general given sufficient recognition to this 
mechanism. 

Sometimes we psychiatrists are the worst 
enemies of our own acceptance. We are 
tempted to buttress our position by being 
dogmatic, by being too authoritative, by us- 
ing professional jargon as a means of re- 
ducing the accessibility of our opinions to 
challenge. We are under temptation to 
modify our opinions to try to overcome the 
deficiencies and limitations of the legal con- 
cepts in terms of which we must testify. In 
the long run, such measures tend to be more 
than self-defeating. They positively boom- 
erang to our injury, and to the damage of 
our contribution and our influence as psy- 
chiatrists. 

Probably the defense of insanity will 
never be extended greatly beyond its present 
confines. The possibility of our making any 
substantial contribution to the problem of 
social control depends upon our so adapting 
ourselves that we are able to bring about 
some permeation of legal and popular think- 
ing with an understanding, rather than 
simply a punitive view. This understanding 
must not neglect or interfere with adequate 
measures of social protection. 

Where initially the concern of the psy- 
chiatrist was largely to protect the psychotic 
defendant from the penal law, an important 
focus now relates to protecting the public 
from the psychopathic offender who is rela- 
tively uncontrolled by the punitive sanctions 
of the law. Here the concern is not so much 
with the injustice of the application of puni- 
tive sanctions as with their inadequacy in 
protecting society. The psychiatrist is likely 
to favor a longer period of institutionaliza- 
tion than that provided by the criminal law, 
with, of course, a philosophy of rehabilitation 
rather than a philosophy of punishment. It 
is an understatement to say that we still have 
wide room for improvement in translating 
this philosophy of rehabilitation into effec- 
tive treatment of the criminal psychopath. 

Just as in considering the treatment of the 
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psychotic we must reckon with the think- 
ing of the common man, so also we must 
consider his thinking in the proposals we 
make for dealing with the psychopath. Un- 
less our approach and proposals are such 
that John Q. Citizen is not afraid that we 
may declare him a psychopath and institu- 
tionalize him indefinitely, we will not get far. 

A new orientation is developing in psy- 
chiatry which gives consideration to the emo- 
tional needs of society as well as to the 
emotional needs of the individual, and which 
seeks to find a balance between these. Such 
a balance is nothing fixed and static but will 
shift more toward the needs of the indi- 
vidual with the better integration of our 
society. 

We need to recognize that society must 
first of all protect itself. In any period of 
crisis, the tendency is toward more severe 
punishment and more immediate punish- 
ment. The protections afforded the accused 
tend to be sacrificed in the interests of the 
protections needed by society. In civilian 
emergencies of sufficient magnitude, this 
may be accomplished by the declaration of 
martial law. With society reasonably pro- 
tected, it is sociably as well as humanly ad- 
vantageous to shift toward a more careful 
consideration of the needs and welfare of 
the accused. A well-ordered society can 
afford and advantageously practice a more 
tolerant and individual-oriented judicial sys- 
tem than a society struggling to establish 
social control. Certainly the United States 
and Canada are at the present time in a more 
advantageous position than any nations in 
history for progress toward a higher level 
of social justice and, what is more important, 
of mutual aid toward a fuller level of adjust- 
ment for all. 


Although our legal system is founded on 
a penal philosophy, it has been increasingly 
permeated by, and is gradually evolving to- 
ward, a philosophy of rehabilitation. This 
philosophy looks to the future, where the 
philosophy of punishment looks to the past. 
Of course, there is a certain amount of con- 
fusion introduced by the simultaneous in- 
fluence of these different philosophies. This 
is a concomitant of social evolution. For 
example, the convicted person who gives no 
evidence of desiring to rehabilitate himself 
may protest and, in fact, feel that it is un- 
just to detain him longer than another pris- 
oner who does give evidence of being willing 
and able to avoid crime. He may pro- 
test that this is in effect punishing him for a 
crime he has not committed—yet, and which 
it is only presumed he will commit, and 
therefore his treatment is unjust. I believe 
we must accept the fact that such confusions 
will occur and seek to deal with them when 
they arise. 

The direction of constructive growth of 
the law would seem to be to leave the legal 
protections available to the accused essen- 
tially untouched, to require the present 
standard of objectivity with respect to the 
proof of some criminal act, and to seek the 
gradual replacement of a punitive philosophy 
in the treatment of the offender with a re- 
habilitative philosophy. The Youth Author- 
ity Act as originally planned, representing 
an upward extension of such a rehabilitative 
philosophy developed in the juvenile court, 
is a constructive example of such evolution. 
Such a development does not involve any 
major threat to the confidence of the public 
in the adequacy of measures of social control. 


PHILOSOPHY AND METHODOLOGY IN THE TRAINING OF 
500 PSYCHIATRIC RESIDENTS * 
JULES H. MASSERMAN, M.D., Cuicaco, ILt., 
ARTHUR O. HECKER, M.D., Coaresvitte, Pa., 
JOSEPH PESSIN, M.D., Los Cauir., 
AND 
BERT E. BOOTHE, Pu. D., Torexa, Kans. 


It is our intent in this brief presentation 
to pool our experiences as supervisors of 
VA residency training programs in psy- 
chiatry in widely separated sections of the 
country and to abstract from this consensus 
certain general principles of purpose and 
technique that may prove useful to others. 
Statements of general applicability will com- 
prise the text of this article, whereas those 
referable to individual hospitals or special 
situations will be relegated to supplementary 
footnotes. 

Goals of Residence Training.—Broadly 
conceived, our purposes in training residents 
are twofold and mutually complementary. 
First, our country urgently needs many more 
competent neuropsychiatrists to maintain the 
mental health of its populace, to advance 
our knowledge in the all-important field of 
human behavior, and to serve as an inval- 
uable medical resource should another na- 
tional emergency arise. Our general aim, 
therefore, is to qualify carefully selected men 
to fulfill the requirements for technical train- 
ing and experience set up by the American 
Board of Psychiatry and Neurology so that 
they may thereafter engage in the practice 
of our specialty with the highest degree of 
skill. As a corollary to this, however, we 
have kept constantly in mind the fact that 
our residency training program was also 
conceived to meet the specific present and 
future needs of the Veterans Administra- 
tion. Accordingly, our curriculum must also 
be specially designed (a) to arrange for the 
best possible service to VA patients by the 
resident during his course of training, (b) to 
teach him the requisite knowledge and skills 
that will qualify him for future clinical and 
administrative positions in the VA, and (c) 


1 Read at the 105th annual meeting of The 
American Psychiatric Association, Montreal, Que- 
bec, May 23-27, 1949. 
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to utilize the program itself as a means of 
raising the academic, clinical, and research 
standards of VA hospitals so that top-grade 
men may be attracted and retained. Indeed, 
it may be contended that these last objec- 
tives—although they are not our only ones— 
would themselves justify the foresight, ex- 
pense, and effort assumed by the VA in 
providing a nation-wide program for the 
psychiatric training of its residents. 

Selection of Hospitals—Our experience 
has shown that VA training programs in 
psychiatry should be set up only in hospitals 
which are (a) in or near large metropolitan 
centers of general medical activity, (b) in 
close liaison with university medical schools 
possessing top-grade departments of psy- 
chology, neurology, psychiatry, and ancillary 
sciences, or (c) in connection with large 
and surpassingly well-staffed institutions 
such as the Menninger Clinic. It must be 
emphasized that only under these circum- 
stances can promising and deserving men be 
attracted as residents, and only then can 
they be provided with an appropriate variety 
of clinical facilities and a staff of optimally 
qualified, experienced, and enthusiastic con- 
sultants and teachers. We therefore endorse 
the original VA policies as implemented by 
Dr. Magnuson, Dr. Blain, Dr. Tompkins, 
and their colleagues; however, we suggest 
that progress in the future may advanta- 
geously take the course of combining, ex- 
panding, and improving some of the present 
programs in the main centers rather than 
setting up new ones in remote or unfavor- 
able areas. 

Selection of Candidates——In our opinion 
the simplest and most effective methods for 
selecting residents are: (1) a preliminary 
scrutiny by the Dean’s Committee and Re- 
view Board not only of the candidate’s scho- 
lastic and clinical records, but of his entire 
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life history and his personal, professional, 
cultural, and general social adaptations ; (2) 
wherever practicable, mutual evaluation in- 
terviews with him both before and after the 
candidate has visited the hospital, personally 
previewed its program and facilities,? and 
gathered his own impressions from the ad- 
ministrators, senior residents, and others; 
and (3) atrial period of several months to a 
year * in actual service during which the 
candidate’s characteristic relationships with 
patients, colleagues, and teachers are under 
close supervision and observation by experi- 
enced consultants and administrators. If un- 
der these circumstances the candidate dem- 
onstrates his qualifications he is likely to 
develop into a valuable asset to our specialty 
and to the VA; if not, he may leave the ser- 
vice to the mutual benefit of all concerned. 
We are not unaware of the use of other 
methods of selection, but our experience has 
shown, for instance, that letters of recom- 
mendation are often perfunctory or unreli- 
able, and that even an extensive battery of 
psychologic tests * may occasionally lead to 
rejections or acceptances more seriously in 
error than skillfully conducted and searching 
personal interviews followed by an evaluative 


2 At the Winter VA Hospital and the Menninger 
Foundation residents are given a special one- 
month “orientation” period for personal adjust- 
ments during initial training. (B. E. B.) 

8In intermediate cases, and especially when the 
candidate has gone to considerable trouble and 
expense to bring himself and his family to the 
training center, severance from service may equi- 
tably occur at the end of the first year of service. 

4In this connection the Menninger Foundation 
is sponsoring a specific research project on the 
selection of psychiatric residents. Applicants for 
the Topeka program are required to complete a 
battery of personality diagnostic tests and each 
applicant is interviewed by 3 psychiatrists. The 
clinical data from the interviews, the data from 
the psychological tests, and the evidence of the 
applicant’s academic and professional record are 
all considered by the Dean’s Committee. The re- 
search project encompasses the study of all the 
data which have been accumulated on applicants for 
the past 3 years together with a study of the per- 
formance in the Topeka program of each applicant. 
It is recognized that this research project to be of 
general use must be extensive and deliberate. To 
date the research group assigned to the project 
has presumed no further than to suggest refine- 
ments of interviewing methods and a more dis- 
criminating use of data from the diagnostic tests. 
(B. E. B.) 


trial of the candidate’s actual performance. It 
is worthy of note that candidates so selected 
form a well-motivated, mutually adjusted, 
and cohesive group irrespective of sex, race, 
or individual background. However, it is 
conceivable that these considerations may 
modify selection in a few sections of the 
country in which effective medical service 
to the veteran must, from the standpoint of 
urgent VA responsibility, outweigh the long- 
term tasks of cultural re-education and the 
correction of current social injustice. 


ORGANIZATION OF THE CURRICULUM 


First Year.—In general, we approve of 
the swing in pedagogic theory and practice 
during recent years toward greater emphasis 
on spontaneous effort and individual respon- 
sibility on the part of the student. Indeed, 
as one of us (J. H. M.) has elsewhere ex- 
pressed it, too many of our candidates still 
seem to expect 2 or 3 years of leisurely lis- 
tening to predigested teaching in ivy-covered 
lecture halls, with the monotony of academic 
life relieved somewhat by prepaid daily rest 
periods on an analytic couch. Such expecta- 
tions must, of course, be modified by inform- 
ing each resident more or less tactfully that 
to acquire useful knowledge his own inten- 
sive efforts in the library and laboratory are 
likewise necessary and that, in addition, at 
least half of his valuable time must be spent 
in clinical services to his patients as required 
by the needs of the VA as well as his own 
training. Nevertheless, we must also recog- 
nize that our candidates came to us with 
varied backgrounds in—and sometimes pe- 
culiar attitudes toward—our field. Indeed, 
often enough our most difficult initial task 
is to clear away the misinformation and 
prejudices in the minds of our residents be- 
fore they are prepared to understand and 
accept broader concepts as to the genetic, 
physiologic, experiential, cultural, and other 
determinants of so-called normal and ab- 
normal behavior, and thus lay the ground- 
work for comprehensive and effective ther- 
apy. Recently this pedagogic handicap has 
taken a specific turn, in that many of our 
residents, combining their limited under- 
graduate teaching with poorly selected later 
readings, have veered from covert psychi- 
atric nihilism or a sterile preoccupation with 
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Kraepelinian nosology to equally futile 
flounderings in misunderstood psychoana- 
lytic theory and misapplied analytic therapy. 
Obviously, such residents cannot be expected 
by themselves to find a firm footing in their 
morass of bewilderment, nor can they be ad- 
vantageously turned loose on patients with- 
out incurring the danger of their making 
numerous and sometimes serious clinical er- 
rors. On the contrary, we have found it 
almost imperative to begin the training of 
our residents with a series of well-integrated 
lectures—given by the most broadly in- 
formed, experienced, and skillful teachers 
available—on such basic subjects as the his- 
tory, philosophy, and evolution of behavior 
theory, its logical and scientific substrates, 
its relationships not only to the matricial dis- 
ciplines of biology and medicine but also to 
anthropology, sociology, and other interre- 
lated fields, and its current status as an emer- 
gent science with a wealth of data, many 
techniques, and incalculable promise.* With 
such orientations, our candidates may like- 
wise be led to comprehend the fact that psy- 
chiatric thinking and practice are still handi- 
capped by residuals of primitive mysticisms, 
unfounded taxonomies, illogical formulations 
and semantic confusions. In the first year, 
therefore, we must survey the field broadly 
and drive home the concept that a premature 
and defensively exclusive adherence to any 
one cult of organic, psychologic, or psychi- 
atric thought merely reveals the intellectual 
and emotional naiveté of the devotee. This 
integrative introduction to the field cannot, 
of course, be made too long and involved, 
since the residents are also eager for—and 
need—“practical” instruction to prepare 
them for their immediate clinical duties; 
nevertheless it can serve as a groundwork 
of clarification, re-orientation, and reference 
for all later training. Detailed consideration 
of the various current “schools” of meta- 
psychology can then be postponed in favor 
of what the residents need more urgently: 
training in interview techniques (including 
directly useful psychologic test procedures) 
and skill in integrating and evaluating an- 


5 At Topeka, such introductory orientations are 
omitted; instead immediate stress is laid on trans- 
ference interrelationships and on clinical teaching 
by service chiefs and other VA staff personnel. 
(B. E. B.) 


amnestic data into meaningful and compre- 
hensive clinical appraisals rather than stereo- 
typed or schematic “diagnoses.” In this con- 
nection various pedagogic devices may be 
advantageously employed: motion pictures, 
sound recordings, demonstrations of narco- 
analysis or hypnosis, interview techniques 
in small groups behind half-silvered screens, 
etc. Concurrently, in view of the fact that 
our candidates, whether formally assigned 
to undertake ‘“‘psychotherapy” or not, are 
inevitably and often profoundly influencing 
their patients, a preliminary survey of vari- 
ous therapeutic techniques may also be in- 
cluded in the first-year didactic curriculum. 
Indeed, instruction in and supervised prac- 
tice with various methods of treatment, from 
dauerschlaff to electroshock and from hypno- 
tism to group therapy may most effectively 
rouse the residents’ interest in the physio- 
logic, psychiatric, and social rationale of such 


therapies, so that subsequent theoretical 
teaching becomes more meaningful, and 


original thought and research are stimulated. 
Needless to say, the residents are also kept 
close to terra firma by demonstration, semi- 
nar, laboratory, and review courses in neuro- 
anatomy, neurology, and—far from least 
important—medical diagnosis and therapeu- 
tics. In substance, then, the first year cur- 
riculum may include the following courses: 


Neurology.—N 1. Neuroanatomy and Neurophys- 
iology.—Lectures supplemented by charts, gross 
specimens, anatomic models, and _ microscopic 
preparations; 2-4 hours weekly, first and second 
academic quarters.® 

N 2. Neuropathology, including autopsy and 
laboratory techniques; 2-4 hours, second and third 
quarters. 

N 3. Neurologic Diagnosis——Lectures, seminars, 
demonstrations of symptomatology, techniques of 
examination, and pathologic findings; 2-4 hours, 
third quarter. 


Psychology.—Po 1. Introduction to Current Sys- 
tems of Theoretic and Clinical Psychology.—Per- 
ception, association theories, reflexology, Gestalt 
concepts, neuropsychologic correlations, cortico- 
subcortical mechanisms (feed-back circuits, cy- 
bernetics, etc.) ; 1-2 hours; 2 quarters. 

Po 2. Intelligence and Aptitude Testing.—Ra- 
tionale, demonstrations, and practice; 1-2 hours, 2 
quarters. 


Psychiatry —Pi 1. The Evolution of Psychiatry.— 
A historical, philosophic, cultural, and scientific 
analysis of the various contributory fields of psy- 


6 A quarter is approximately 3 months. 
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chiatric theory and practice, leading to a prelimi- 
nary survey of Kraepelinian, psychobiologic, bio- 
dynamic, and analytic concepts. Lectures, discus- 
sions, and reading assignments; 2-4 hours weekly, 
first and second quarters. 

Pi 2. Descriptive Clinical Psychiatry.—A review 
of psychiatric symptoms, syndromes, and various 
systems of diagnostic classification, including their 
modern revisions. Critical discussion of “differen- 
tial diagnosis” as contrasted with multifactorial 
and qualitative economic, dynamic, and prognostic 
evaluations of the individual case. Lectures and 
case seminars; 2-4 hours, I quarter. 

Pi 3. Introduction to Therapy—Fundamental 
considerations relevant to the theory and techniques 
of interviewing and of various forms of individual 
group therapy; 2-4 hours, 2 quarters. 


Second and Third Years.——The didactic 
curriculum in years subsequent to the first 
must of necessity be made much more fluid 
and adaptable to individual programs for a 
number of reasons: the varying length of 
stay and previous training of individual can- 
didates, the size of the resident group 
(classes should range optimally from about 
6 to 20 candidates), the demands made on 
each resident by various clinical services in 
the hospital and at affiliated institutions, the 
current availability of special lectures in an- 
cillary fields, and other factors that may 
vary widely from hospital to hospital. How- 
ever, the courses already outlined may be 
continued and elaborated in the second and 
third years, and the following added: 


Neurology—N 4. Clinical Neurology.—Lectures, 
seminars, and case presentations with discussion of 
pathology, abnormal physiology, symptomatology, 
and total treatment including psychotherapy; 4-6 
hours weekly, second and third years. 

N 5. Neurologic Roentgenology—Techniques 
and differential diagnosis and therapy; 2 hours 
weekly, 2 quarters. 

N 6. Electroencephalography.—Methods and 
diagnostic applications, especially to convulsive 
disorders ; 2 hours weekly, I quarter. 

N 7. Psychiatric Aspects of Neurosurgery.—With 
special reference to alterations of behavior pro- 
duced by gross cerebral defects, leucotomy, topec- 
tomy, and lobotomy; 6 hours. 


Psychology.—Po 4. Projective Techniques.—Ror- 
schach, thematic apperception, body image tests, 
graphology, and other diagnostic procedures. Lec- 
tures, demonstrations, and practice; 2-4 hours 
weekly, 3 quarters. 

Po 5. Comparative and Experimental Psychol- 
ogy.—Survey of principles and methods including 
basic statistical techniques; 2-4 hours, I quarter. 

Po 6. Industrial and Social Psychology.—Cur- 
rent developments and trends; 2-4 hours, 1 quarter. 


Psychiatry.—Fundamentals presented the first year 
are developed as follows: 

Pi 4. Theories of Personality Development and 
Function.—Constitutional (including genetic), or- 
ganic (hormonic, toxic, and pathologic), environ- 
mental, and cultural influences in personality de- 
velopment. Critical discussion of various typologies 
and the concept of “normality” and “emotional ma- 
turity” interpreted as personal integrity, inner ad- 
justments, and social creativeness and adaptability. 
Special lectures on the problems of infancy, child- 
hood, adolescence, marriage, “involution,” and re- 
actions to chronic organic illness. Relevant tech- 
niques of “mental hygiene.” Lectures, readings, 
and seminars; 1-2 hours weekly, 2 quarters. 

Pi 5. Dynamic Approaches to Behavior.—A 
detailed, multivectorial study of the interrelation 
of predisposing and current determinants of indi- 
vidual and social conduct at all ages; 1-2 hours 
weekly, 2 quarters. 

Pi 6. Introductory Courses in Psychoanalytic 
Theory.—These may be subdivided into quarterly 
courses as follows: 


a. Sources, history and vicissitudes of the psy- 
choanalytic movement. 

b. Changing psychoanalytic concepts of per- 
sonality “structure” and functions (“Id” proc- 
esses, “Ego” defenses and integrations, “Super- 
ego” formations, etc.). 

c. Analyses of dreams and symbols. 

d. Principles of orthodox and modified psy- 
choanalytic techniques. 

e. Deviant, subsidiary, or schismatic schools, 
such as those of Jung, Adler, Rank, Reich, et al. 

f. Modern variants: Sullivan, Horney, Alex- 
ander, Neo-Freudian, and others. 

g. The utilization of what is valid in the 
various “schools” of psychoanalytic theory and 
practice in general dynamic psychotherapy. 


Pi 7. Neuropsychiatry and Psychosomatic Medi- 
cine —The possible correlation of specific motiva- 
tional (“nuclear”) conflicts and interpersonal mal- 
adaptations with physiologic dysfunctions or organic 
lesions, and their interrelated influences on total 
behavior. A review of clinical and experimental 
data and a critical evaluation of current concepts ; 
1-2 hours, first and second quarters. 

Pi 8. Introduction to Child Psychiatry.—Special 
considerations and methods including play and group 
techniques ; 2-4 hours, I quarter. 

Pig. Forensic Psychiatry.—Responsibility, ethics, 
and liability of the psychiatrist in commitment pro- 
cedures; laws governing alcoholism, drug addic- 
tion, sexual psychopathy, and criminal insanity; 
special regulations applicable to state and VA 
hospitals and clinics, management of government 
and private psychiatric facilities, etc.; 1-2 hours 
weekly, 1-2 quarters. 

Pi 10. Military applica- 
tions of modern psychiatry to military problems 
and necessities; I-2 hours, I quarter. 

Pi 11. Special Individual Therapeutic Pro- 


7 At the Winter VA Hospital less emphasis is 
placed upon these subjects. (B. E. B.) 
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cedures——Advanced course in the indications, con- 
traindications, and techniques of physio- and hydro- 
therapy, psychiatric pharmacology, “decondition- 
ing” procedures, narcosynthesis, hypnosis, electro- 
shock, electronarcosis, insulin, and other special 
methods, including the proper supervision of an- 
cillary nursing procedures; 2-4 hours, first and 
second quarters. 

Pi 12. Group Therapies—The dynamics and 
methods of joint or directed discussions, com- 
petitive sports, dancing, music therapy, occupational 
training, psychodrama, and other social interpretive 
and rehabilitative techniques. Lectures, seminars, 
and demonstrations; 1-4 hours, first and second 
quarters. 


Visiting Lectureships.—Individual lec- 
tures, seminars, or short courses given by 
prominent visitors serve to keep the consult- 
ing staff alert, and to stimulate interest and 
discussion. However, such lectureships must 
be arranged so that they supplement a well- 
integrated curriculum; else the teaching may 
become controversial, disjointed, and less 
effective. 

Social Sciences and Humanities —Brief 
survey courses in philosophy, logic, seman- 
tics, literature, esthetics, and comparative 
religion as well as anthropology, ethnology, 
and economics should’ be presented by au- 
thoritative guest lecturers in these fields or 
made available in nearby universities. These 
educational pursuits can in no valid sense 
be regarded as extraneous or even as mar- 
ginal; on the contrary they help to furnish 
the broad cultural background necessary to 
every competent psychiatrist.® 


CLINICAL SERVICES 


Needless to say, this schedule of courses 
may be condensed, expanded, or otherwise 
altered to meet the needs of particular train- 
ing programs, and in every case must be 
implemented by group instruction through 
ward rounds, staff conferences, seminars on 
neuropsychiatry, psychosomatic medicine, 
psychosurgery, etc., conducted jointly by 2 
or more consultants in the respective special- 
ties, and other such techniques of vivid 
instruction. Even more important is the in- 
dividualized supervision by all consultants 
and section chiefs of each resident while he 


8 At Coatesville 30 didactic seminar sessions in 
anthropology and 25 in sociology are given annu- 
ally under the direction of M. F. Ashley Montagu, 
Claude Bowman, and others. 


rotates among the clinical services in the 
hospital and its affiliated institutions.® With 
regard to the distribution of time we have 
found it advisable to provide a minimum 
of 6 months each in the admission wards, 
neurologic divisions, and intensive treatment 
sections. After such preparation, a year or 
even more of part-time but closely super- 
vised experience in mental hygiene clinics 
and outpatient departments is desirable to 
teach our residents the essential techniques 
of extramural therapy, the utilization of 
medical or psychological consultants, of 
familial resources, and of various social and 
community services. Lesser periods need be 
spent on women’s wards, chronic custodial 
care, child psychiatry, court service, and 
other assignments as suited to the needs of 
the respective programs.?° 


OTHER TRAINING ACTIVITIES 


In addition to the prescribed lecture 
courses and clinical assignments described 
thus far, various ancillary activities which 
encourage the residents to develop spon- 
taneous interests and responsibilities have 
been found to be highly useful. Some of 
these deserve brief mention as follows: 

Self-Government.—It has been found ad- 
visable to set up resident councils or com- 
® Clinical facilities affiliated with the Downey 
VA residency training program in psychiatry, for 
instance, include the following: The Chicago VA 
Mental Hygiene Clinic, the Great Lakes Naval 
Hospital, the Cook County Psychopathic Hospital, 
the Illinois Neuropsychiatric Institute, the Psy- 
chiatric Institute of the Criminal Court of Cook 
County, the Michael Reese Hospital, the National 
Foundation for Psychiatric Research (experimental 
laboratory at Northwestern University) and, 
through visiting lectureships, the Institute of Ju- 
venile Research and the Chicago Psychoanalytic 
Institute. The Los Angeles program has affiliations 
with the Los Angeles Child Guidance Clinic, the 
Los Angeles County General Hospital, and Juvenile 
Hall. Residents are rotated through VA hospitals 
and clinics in Los Angeles County, namely, the VA 
Hospital at Van Nuys, the VA General Medical 
and Surgical Hospital at West Los Angeles, and the 
VA Mental Hygiene Clinic at Los Angeles. Corre- 
sponding arrangements have been made by other 
VA hospitals, including such unique services as 
rotation through the Marriage Counselling Service 
in Philadelphia for Coatesville residents. 

10 At Coatesville, Los Angeles, and most other 
hospitals the first year is devoted mainly to work 
with psychotics; in some programs, earlier rotation 
and distributions of services may be desirable. 
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mittees entrusted with responsibilities for 
working out equitable allotments of quarters, 
supervising rotation of services, assigning 
relief physicians during holidays or vacations 
and setting up liaison relationships with the 
divisions of occupational therapy, social and 
special services, the library, etc. Such ac- 
tivities have a definite training value in ac- 
quainting the residents with hospital admin- 
istrative problems, modifying some of their 
personal complaints and teaching them medi- 
cal and other personnel practices. 

Journal Clubs.—These, too, should be self- 
governing, and should be encouraged to pur- 
sue the current topical and research interests 
of the particular study groups comprising 
them. Attendance by consultants and staff 
men qualified to evaluate the literature 
under discussion is advantageous when re- 
quested, in which case an even greater stim- 
ulus is provided by some arrangement for 
recording and perhaps publishing the pro- 
ceedings."? 

Recommended Readings.—Lists of basic 
books and articles such as those in texts 
by Menninger, Alexander, or one of us 
(J. H. M.) are furnished the residents, or 
recommended by the consultants to supple- 
ment individual courses. 

Research—During their second or third 
year some residents evince unusual research 
interests and talents, and may profitably be 
encouraged to undertake projects of limited 
scope. Residents of unusual promise may 
even be given time off from routine assign- 
ments to work in special hospital wards or 
laboratories or at contiguous university cen- 
ters. Ideally, basic training in controlled 
clinical, experimental, and mathematical tech- 
niques and in clear, literate reporting of re- 
sults should be part of the preparation of 
every specialist in a field so much in need of 
valid research as is our own. 

Individual Psychoanalytic Training —We 
are agreed that those of our residents who 
desire further psychoanalytic training and 
are best qualified for it should be encouraged 
to undergo personal analyses and attend 
courses in a recognized psychoanalytic insti- 
tute. However, we must recognize also that 

11 At the Downey VA Hospital, for instance, the 
residents collaborate with one of us in writing the 


chapter on The Neuroses for Spiegel’s annual 
volume, “Progress in Neurology and Psychiatry.” 


such training sometimes presents serious 
problems to the psychiatric residency pro- 
gram. In the first place, certain candidates 
apply only to those hospitals contiguous to 
analytic institutes and then attempt to use 
their residency solely as a means of liveli- 
hood and incidental instruction while they 
prepare themselves for the supposedly lucra- 
tive private practice of psychoanalysis. Sec- 
ondly, many residents with more sincere mo- 
tivations toward analytic training sometimes 
become confused and discouraged by the in- 
tense competition for such training and by 
the apparently haphazard and occasionally 
unjust and unfair criteria for selection (or 
seeming lack of them) applied by institutes 
in some sections of the country. Third, it has 
been our experience that an immediate 
plunge into psychoanalysis by some candi- 
dates before they achieve adequate orienta- 
tions in neurology and psychiatry actually re- 
tards their subsequent training and for a time 
impairs their usefulness to the VA. It is our 
belief that psychoanalysis is a highly valuable 
theoretical and technical development in psy- 
chiatry, but that specialized work in the field 
should be based upon, and follow rather than 
precede, a broader knowledge of the basic 
sciences of behavior. We therefore recom- 
mend that as a general rule our candidates 
reserve their analyses for the second or third 
years of their residency program, but that 
whenever possible arrangements be made for 
this highly illuminating continuation of their 
training. 

Joint VA Courses and Seminars; Teach- 
ing Responsibilities—In hospitals carrying 
on concurrent resident or externeship pro- 
grams in internal medicine, neurology, neu- 
rosurgery, or psychology, liaison arrange- 
ments may be made whereby our residents 
attend lectures and participate in other train- 
ing activities relevant to psychiatry. Senior 
residents may also be assigned to teach the 
fundamentals of psychiatry to students of 
nursing, social work, ministerial counseling, 
occupational therapy, and other hospital per- 
sonnel. Similarly, they may be delegated to 
address PTA and other lay groups extra- 
murally, and thus acquire skill and experi- 
ence in a variety of pedagogic techniques. 

Extracurricular Training.—Official ar- 
rangements should be made for VA residents 
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to be invited to the scientific meetings of the 
local neurological, psychiatric, and psycho- 
analytic societies, and whenever practicable 
to university lectures, extension courses, and 
other such invaluable sources of catholic and 
authoritative information in fields related to 


psychiatry. 
CoorDINATION 


Under this heading we may discuss briefly 
the strategy and tactics sometimes necessary 
in coordinating our programs with the ad- 
ministrative and clinical practices of indi- 
vidual VA hospitals. In institutions planned 
so as to include a residency training program 
as an integral part of their primary organi- 
zation ** there need be, of course, relatively 
little difficulty. In others, however, the pro- 
gram has had to be engrafted, so to speak, 
on previously existing routines, and in such 
instances various steps in introducing and 
facilitating the training may prove advan- 
tageous. Relevant considerations are the 
following : 

Cooperation of the Administrative and 
Clinical Staff—This must be secured at the 
outset by joint planning of the training pro- 
gram with the manager and chief of profes- 
sional services, by consulting the adminis- 
trative personnel with regard to the appoint- 
ment of all consultants and residents, and 
by fostering friendly relationships among 
the part-time teachers on the one hand and 
the staff physicians, psychologists, and other 
hospital personnel on the other. The Dean’s 
Committee and chief consultants may take 
the initiative in this by arranging for staff 
attendance at lectures and seminars, aiding 
staff members in preparing for their Na- 
tional Board examinations, and detailing 
teaching and supervisory duties to those in- 
terested in and qualified for active partici- 
pation. In these and other ways we may in- 
vite the full-time staff of the hospital—even 
those with initially antagonistic attitudes— 
to feel that the training program, far from 
being an intrusion into their accustomed 
routine, is an opportunity for their own edu- 
cation and personal advancement. Nor can 
we neglect the establishment of cordial and 
effective liaison relationships with other spe- 


12 E.g., the Winter General Hospital, Topeka, 


cial services in the hospital; certainly, the 
departments of rehabilitation, library admin- 
istration, social work, nursing, and other 
divisions can all contribute essentially to— 
and concurrently benefit from—the resident 
training program. Indeed, if these problems 
of rapport and coordination are not given 
due attention the residents may soon find 
themselves working in an indifferent or even 
covertly hostile environment that may seri- 
ously interfere not only with their train- 
ing but with their services to their patients 
and to the Veterans Administration. 
Morale of the Resident Staff—As ad- 
ministrators and consultants we have also 
found it necessary to devote special thought 
and effort to maintain resident morale in 
ways only indirectly related to our principal 
functions as pedagogs. For instance, the 
problems of adequate living quarters, rating, 
pay, promotions, unfair burdens of non- 
productive work and other personal concerns 
and grievances cannot be neglected without 
incurring the danger of defections even 
among promising candidates. Indeed, it may 
be necessary to devote considerable time to 
acting as guides, counsellors, and mentors 
(if not therapists) for the trainees them- 
selves, yet few of us would grudge this 
further measure of personal service. Finally 
and on the lighter side, it need impair neither 
our dignity nor prestige if we not only en- 
courage but participate in the recreations, 
plays (even those with hidden lampoons **), 
and other group activities that promote our 
personal acquaintance with our residents and 
serve to usher them into our ostensibly so- 
cial as well as elite professional fraternity. 


SUMMARY 


The broad objectives of the VA residency 
program are to train physicians to be highly 
competent psychiatrists, to qualify them es- 
pecially for urgently needed services in VA 
hospitals and concurrently to improve the 
administrative and clinical care rendered by 
the VA to its patients. Such training pro- 
grams are best conducted in VA hospitals 
capable of establishing a close academic and 


18 The large resident group at the Winter VA 
Hospital has been particularly talented and pro- 
ductive in this regard. 
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personnel liaison with medical and university 
faculties, psychoanalytic institutes, scientific 
societies, and a range of clinical facilities 
usually available only in or near metropolitan 
centers ; indeed, it may be advisable to con- 
solidate our current program into a rela- 
tively few such centers strategically distrib- 
uted over the country. Until special tests 
with demonstrably better predictive value are 
worked out, candidates may be selected on 
the bases of favorable records, personality 
evaluations and, where practicable, trial pe- 
riods in actual service. General 3-year cur- 


ricula of didactic, laboratory, and clinical 
instruction are presented for adaptation to 
local requirements. In every case, however, 
concerted efforts must be made to integrate 
the program with administrative practices 
and to secure effective cooperation among 
consultants, staff, residents, and hospital per- 
sonnel. Finally, all programs must subserve 
their primary and transcendent motif: the 
development of psychiatric theory and prac- 
tice as fields not only of incalculable current 
service but of even greater promise for the 
future of humanity. 


THE SOCIETY OF ALCOHOLICS ANONYMOUS * 
WILLIAM W., Co-founder 


Alcoholics Anonymous is grateful for this 
invitation to appear before The American 
Psychiatric Association. It is a most happy 
circumstance. Being laymen we have naught 
but a story to tell, hence the quite personal 
and unscientific character of this narrative. 
Whatever their deeper implications the atti- 
tudes and events leading to the formation 
of Alcoholics Anonymous are 
portray. 

Two alcoholics talk across a kitchen table. 
One is drinking, the other not. Severe 
chronics, the threat of commitment hangs 
over both. The time is November 1934. The 
active drinker became, years later, the writer 
of this paper. My sober visitor was an old 
friend and schoolmate, long catalogued by 
physicians and family as hopeless. I enjoyed 
the same rating and well knew it. 

My friend had arrived to tell how he had 
been released from alcohol. In truth, the 
quality of his sobriety seemed “different.” 
Having made contact with the Oxford 
Group, a nondenominational, evangelical 
movement, my friend had been specially im- 
pressed by an alcoholic he had met, a former 
patient of C. G. Jung. Unsuccessfully treat- 
ing this individual for a year, Dr. Jung had 
finally advised him to try religious conversion 
as his last chance. While disagreeing with 
many tenets of the Oxford Group, my 
former schoolmate did, however, ascribe his 
new sobriety to certain ideas that this al- 
coholic and other Oxford people had given 
him. The particular practices my friend 
had selected for himself were simple: 

1. He admitted he was powerless to solve 
his own problem. 

2. He got honest with himself as never 
before; made an examination of conscience. 

3. He made a rigorous confession of his 
personal defects. 

4. He surveyed his distorted relations with 
people, visiting them to make restitution. 

5. He resolved to devote himself to help- 


easy to 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, May 
23-27, 1949. 
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ing others in need, without the usual demand 
for personal prestige or material gain. 

6. By meditation he sought God’s direc- 
tion for his life and help to practice these 
principles at all times. 

This sounded pretty naive to me. Never- 
theless my friend stuck to the plain tale of 
what had happened—no evangelizing. He 
related how, practicing these precepts, his 
drinking had unaccountably stopped. Fear 
and isolation left and he had received con- 
siderable peace of mind. With no hard 
disciplines nor any great resolves, these 
attributes began to appear the moment he 
conformed. His release was a by-product. 
Though sober but months, he felt he had 
a basic answer. Wisely avoiding any argu- 
ment, he then took leave. The spark that was 
to become Alcoholics Anonymous had been 
struck. 

What then did happen at the kitchen 
table? Perhaps this speculation were better 
left to medicine and religion. I confess I do 
not know. Possibly conversion will never 
be fully understood. Looking outward from 
such an experience, I can only say with 
fidelity what seemed to happen. Yet some- 
thing did happen that instantly changed the 
current of my life. I haven’t had a drink 
for over 14 years. All else will be mere 
personal opinion—or just fancy. 

My friend’s story had generated mixed 
emotions; I was drawn and revolted by 
turns. My solitary drinking went on, but I 
could not forget his visit. Several themes 
coursed in my mind: First, that his evident 
state of release was strangely and im- 
mensely convincing. Second, that he had 
been pronounced hopeless by competent 
medicos. Third, that those age-old precepts, 
when transmitted by him, had struck me 
with great power. Fourth, that I could not, 
and would not, go along with any God con- 
cept. No conversion nonsense for me. 
Thus did I ponder. Trying to divert my 
thoughts, I found it no use. By cords of 
understanding, suffering, and simple verity, 
another alcoholic had bound me to him. I 
could not break away. 
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One morning after my gin a realization 
welled up. “Who are you,” I asked, “to 
choose how you are going to get well? Beg- 
gars are not choosers. Suppose medicine 
said carcinoma was your trouble. You 
would not turn to Pond’s extract. In abject 
haste you would beg a doctor to kill those 
hellish cancer cells. If he didn’t stop them, 
and you thought conversion could, your 
pride would fly away. You would soon stand 
in public squares crying ‘Amen’ along with 
the other victims. What difference then,” 
I reflected, “between you and the cancer 
victim? His sick body crumbles. Likewise 
your personality crumbles, your obsession 
consigns you to madness or the undertaker. 
Are you going to try your friend’s formula— 
or not?” 

Of course I did try. In December, 1934, 
I appeared at Towns Hospital, New York. 
My old friend, Dr. W. D. Siikworth, shook 
his head. Soon free of sedation and alcohol, 
I felt horribly depressed. My alcoholic friend 
turned up. Though glad to see him, I shrank 
a little. I feared evangelism. Nothing of 
the sort happened. After small talk, I again 
asked him about the Oxford Groups. 
Quietly, sanely enough, he told me, and then 
departed. 

Lying there in conflict, 1 dropped into 
black depression. Momentarily my prideful 
obstinacy was crushed. I cried out, “Now 
I’m ready to do anything—anything to re- 
ceive what my good friend has.” Expecting 
naught, I made this frantic appeal: “If there 
be a God, will he show himself!” The result 
was instant, electric, beyond description. 
The place lit up, blinding white. I knew 
only ecstasy and seemed on a mountain. A 
great wind blew, enveloping and permeating 
me. It was not of air, but of Spirit. Blazing, 
came the tremendous thought, “You are a 
free man!” Then ecstasy subsided. Still on 
the bed, I was now in another world of 
consciousness which was suffused by a 
Presence. One with the Universe, a great 
peace stole over me and I thought, “So this 
is the God of the preachers; this is the 
Great Reality.” But reason returned, my 
modern education took over. Obviously I 
had gone crazy. I became terribly frightened. 

Dr. Silkworth came in to hear my trem- 
bling account of the phenomenon. He as- 


sured me I was not mad; that I had perhaps 
undergone an experience which might solve 
my problem. Skeptical man of science he 
then was; this was most kind and astute. If 
he had said “hallucination” I might now 
be dead. To him I shall be eternally grateful. 

Good fortune pursued me. Somebody 
brought a book entitled “Varieties of Re- 
ligious Experience” and I devoured it. Writ- 
ten by James, the psychologist, it suggests 
that conversion can have objective reality. 
Conversion does alter motivation, and does 
semi-automatically enable a person to be 
and do the formerly impossible. Significant 
it was, that marked conversion experiences 
come mostly to individuals who know com- 
plete defeat in a controlling area. The book 
certainly showed variety. But bright or dim, 
cataclysmic or gradual, theological or intel- 
lectual in bearing, such conversions did have 
common denominators, they did change 
utterly defeated people. And so declared 
William James. The shoe fitted. I have tried 
to wear it ever since. For drunks, the ob- 
vious answer was deflation at depth and 
more of it. That seemed plain as a pikestaff. 
I had been trained as an engineer, so the 
views of this authoritative psychologist meant 
everything to me. 

Armored now by utter conviction, and 
fortified by my characteristic power drive, 
I took off to cure alcoholics wholesale. It 
was twin jet propulsion; difficulties meant 
nothing. The vast conceit of my project 
never occurred to me. I pressed my assault 
for 6 months ; my home was filled with alco- 
holics. Harangues with scores produced not 
the slightest result. None of them got it. 
Disappointingly, my friend of the kitchen 
table, who was sicker than I realized, took 
little interest in these other alcoholics. This 
fact may have caused his endless backslides 
later on. For I had found that working with 
alcoholics had a huge bearing on my own 
sobriety. But why wouldn’t any of my 
new prospects sober up? 

Slowly the bugs came to light. Like a 
religious crank, I was obsessed with the 
idea that everybody must have a “spiritual 
experience” just like mine. I’d forgotten 
that there were many varieties. So my 
brother alcoholics just stared incredulously 
or kidded me about my “hot flash.” This 
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had spoiled the potent identification so easy 
to get with them. I had turned evangelist. 
Clearly the deal had to be streamlined. What 
came to me in 6 minutes might require 6 
months in others. It was to be learned that 
words are things, that one must be prudent. 
It was also certain that something ailed the 
deflationary technique. It definitely lacked 
wallop. Reasoning that the alcoholic’s “hex,” 
or compulsion, must issue from some deep 
level, it followed that ego deflation must also 
go deep or else there couldn’t be any funda- 
mental release. Apparently religious prac- 
tice would not touch the alcoholic until his 
underlying situation was made ready. For- 
tunately all the tools were right at hand. You 
doctors supplied them. 

The emphasis was straightway shifted 
from “sin” to “sickness’—the “fatal mal- 
ady,” alcoholism. We quoted doctors that 
alcoholism was more lethal than cancer ; that 
it consisted of an obsession of the mind 
coupled to increasing body sensitivity. These 
were our Twin Ogres of Madness and 
Death. We leaned heavily on Dr. Jung's 
statement how hopeless the condition could 
be and then poured that devastating dose 
into every drunk within range. To modern 
man, science is omnipotent; it is a god. 
Hence if science would pass a death sen- 
tence on the drunk, and we placed that 
verdict on our alcoholic transmission belt, 
it might shatter him completely. Perhaps 
he would then turn to the God of the 
theologian, there being no place else to 
go. Whatever truth in this device, it cer- 
tainly had practical merit. Immediately our 
whole atmosphere changed. Things began to 
look up. 

Bankrupt at the time, I stumbled into a 
business venture. It took me to Akron, 
Ohio, where the deal quickly collapsed leav- 
ing me dispirited. Alone, I panicked in fear 
of getting drunk. This was something new 
for I realized that I hadn’t thought of drink- 
ing since the December 1934 experience. I 
could now see my peril clearly and thus 
brush off the usual rationalizations. With 
relief, I perceived that my new spiritual 
conditioning really meant something now 
that the heat was on. But that didn’t stop 
the compulsive uprush of drinking desire. 


I needed to talk to another alcoholic, and 
quickly. 

Shortly I was introduced to Dr. Robert S., 
a surgeon. He was an alcoholic in a bad 
way. This time there was no preachment 
from me. I told him my experience, and 
what I thought I knew about alcoholism. 
Needing him as much as he did me, there 
was genuine mutuality for the first time and, 
as we now say in AA, he soon “clicked” 
never to drink again. That was June 1935. 
We began to spend long hours on drunks 
at a local hospital. One of them is sober 
yet, no relapse. Though nameless, the first 
AA Group had actually started. Dr. S. has 
since hospitalized some 4,000 cases at Akron. 
The bulk have recovered. All this too 
without a cent of monetary return to him. 
Thus he became co-founder of Alcoholics 
Anonymous. As I left Akron in September 
1935 three alcoholics were staying sober. 
Arrived at New York, I set to work and 
another AA group took shape. But nothing 
was very sure; we still flew blind. 

It was soon necessary to retire from the 
Oxford Group. The good people there had 
disapproved us. For our purpose, the Ox- 
ford Group atmosphere wasn’t entirely right. 
Their demands for absolute moral rectitude 
encouraged guilt and rebellion. Either will 
get alcoholics drunk, and did. As nonalco- 
holic evangelists, they couldn’t understand 
that. Good friends these, we owed them 
much. From them we had learned what, and 
what not, to do. 

Then commenced a 3-year season of trial 
and error eventuating in our textbook, “Al- 
coholics Anonymous,” published in 1939. 

That book, now backbone of our AA 
society, opens with a typical story of drink- 
ing and recovery. Next comes a chapter of 
hope, entitled “There Is A Solution.” In 
AA vernacular 2 chapters describe alcohol- 
ism and the alcoholic, their object being of 
course to first identify and then deflate. A 
chapter is devoted to softening up the ag- 
nostic. This leads to the “Twelve Steps” of 
present-day Alcoholics Anonymous. The 
heart of our therapy, and a practical way of 
life, these “Steps” are little but an amplified 
and streamlined version of the principles 
enumerated by my friend of the kitchen 
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table. These being quite well known, I shall 
leave them to a footnote.’ 

The balance of the text is mostly devoted 
to practical application of these ‘Twelve 
Steps,” and to reducing inner resistances 
of the reader. Working with other alco- 
holics is very heavily emphasized. Chapters 
are devoted to wives, family relations, and 
employers. The final chapter pictures the 
new society and begs the recovered alcoholic 
to form a group himself. This ideology is 
then shored up by 30 case histories, or rather 
stories, written by AA members. These 
complete the identification and stir hope. 
The 400 pages of “Alcoholics Anonymous” 
contain no theory; they narrate experience 
only. 

When the book appeared in April 1939, 
we had about 100 members. One-third of 
these had impressive sobriety records. The 
movement had spread to Cleveland and 
drifted toward Chicago and Detroit. In the 
East it inclined to Philadelphia and Wash- 
ington. There was an extraordinary event 
at Cleveland. The Plain Dealer published 
strong pieces about us backed by editorials. 
A barrage of telephone calls descended on 


2 Here are the steps we took which are suggested 
as a Program of Recovery: 


1. We admitted we were powerless over alcohol 
+that our lives had become unmanageable. 

2. Came to believe that a Power greater than 
ourselves could restore us to sanity. 

3. Made a decision to turn our will and our lives 
over to the care of God As We Understood Him. 

4. Made a searching and fearless moral inventory 
of ourselves. 

5. Admitted to God, to ourselves, and to another 
human being the exact nature of our wrongs. 

6. Were entirely ready to have God remove all 
these defects of character. 

7. Humbly asked Him to remove our shortcom- 
ings. 

8. Made a list of all persons we had harmed, 
and became willing to make amends to them all. 

9. Made direct amends to such people wherever 
possible, except when to do so would injure them 
or others. 

10. Continued to take personal inventory and 
when we were wrong promptly admitted it. 

11. Sought through prayer and meditation to im- 
prove our conscious contact with God as we under- 
stood Him, praying only for knowledge of His 
will for us and the power to carry that out. 

12. Having had a spiritual experience as the re- 
sult of these steps, we tried to carry this message 
to alcoholics, and to practice these principles in all 
our affairs. 


20 AA members, mostly new people. AA 
book in hand, they took on all comers. New 
members worked with the still newer. Two 
years later, Cleveland had garnered by this 
chain reaction hundreds of new members. 
The batting average was excellent. It was 
our first evidence that we might digest huge 
numbers rapidly. 

Then came great national publicity. The 
Saturday Evening Post piece (March 1941) 
shot thousands of frantic inquiries into our 
tiny New York office. This gave us lists 
of alcofialics in hundreds of cities. Busi- 
ness men traveling out of established AA 
centers used thesé~Niames to start new 
groups. By sending literature and writing 
often, AA groups sprung up by mail. With 
no personal contact whatever, this was 
astounding. Clergy and medical men began 
to give their approval. I wish to say that 
Dr. Harry Tiebout, chairman of our dis- 
cussion today, was the first psychiatrist ever 
to observe and befriend us. Alcoholics 
Anonymous mushroomed. The pioneering 
had ended. We were on the U. S. map. 

As of 1949 our quantity results are these: 
The 14-year-old society of Alcoholics Anon- 
ymous has 80,000 members in about 3,000 
groups. We have entry into 30 foreign coun- 
tries and U. S. possessions ; translations are 
going forward. By occupation we are an 
accurate cross section of America. By re- 
ligious affiliation we are about 40% Catho- 
lic; nominal and active Protestants, also 
many former agnostics, and a sprinkling of 
Jews comprise the remainder. Ten to-15% 
are women. Some Negroes are recovering 
without undue difficulty. Top medical and 
religious endorsements are almost universal. 
AA membership is pyramiding, chain style, 
at the rate of about 30% a year. During 
1949, we expect 20,000 permanent recov- 
eries, at least. Half of these will be medium 
or mild cases (average age about 36)—a 
fairly recent development. 

Of alcoholics who stay with us and really 
try, 50% get sober at once and stay that 
way, 25% do so after some relapses and the 
remainder usually show improvement. But 
many problem drinkers do quit AA after 
a brief contact, maybe three or four out 
of five. Some are too psychopathic or dam- 
aged. But the majority have powerful ra- 
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tionalizations yet to be broken down. Exactly 
this does happen providing they get what 
AA calls a “good exposure,” on first contact. 
Alcohol then builds such a hot fire that they 
are finally driven back to us, often years 
later. These tell us that they had to return; 
it was AA or else. They had learned about 
alcoholism from alcoholics; they were hit 
harder than they had known. Such cases 
leave us the agreeable impression that half 
our original exposures will eventually return, 
most of them to recover. So we just indoc- 
trinate the newcomer. We never evangelize ; 
Barleycorn will look after that. -The clergy 
declare we have capitalized the Devil. These 
claims are considerable but we think them 
conservative. The ultimate recovery rate 
will certainly be larger than once supposed. 

Such is a glimpse of our origin, central 
therapeutic idea, and quantity result. The 
qualitative result is assuredly too large a 
subject for this paper. 

Alcoholics Anonymous is not a religious 
organization; there is no dogma. The one 
theological proposition is a “Power greater 
than one’s self.’’ Even this concept is forced 
on no one. The newcomer merely immerses 
himself in our society and tries the pro- 
gram as best he can. Left alone, he will 
surely report the gradual onset of a trans- 
forming experience, call it what he may. 
Observers once thought AA could appeal 
only to the religiously susceptible. Yet our 
membership includes a former member of 
the American Atheist Society and about 
20,000 others almost as tough. The dying 
can become remarkably open minded. Of 
course we speak little of conversion now- 
adays because so many people really dread be- 
ing God-bitten. But conversion, as broadly 
described by James, does seem to be our 
basic process; all other devices are but the 
foundation. When one alcoholic works with 
another, he but consolidates and sustains 
that essential experience. 

The forces of anarchy, democracy, and 
dictatorship play impressive rdles in the 
structure and containment of our society ; 
Barleycorn the Tyrant Dictator is quite 
impersonal. But Hitler never did have a 
Gestapo half so effective. When the anarchy 
of the alcoholic faces his tyrant, that alco- 
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holic must become a social animal or perish, 
Perforce, our society has settled for the 
purest kind of democracy. Naturally, the 
explosive potential of our rather neurotic 
fellowship is enormous. As _ elsewhere, it 
gathers closely around those eternal pro- 
vocators : power, money, and sex. Through- 
out AA these subterranean volcanos erupt 
at least a thousand times daily ; explosions 
we now view with some humor, considerable 
magnanimity, and little fear at all. We think 
them valuable object lessons for develop- 
ment. Our deep kinship, the urgency of our 
mission, the need to abate our neurosis for 
contented survival; all these, together with 
love for God and man, have contained us in 
surprising unity. There seems safety in 
numbers. Enough sand bags muffle any 
amount of dynamite. We think we are 
a pretty secure, happy family. Drop by any 
AA meeting for a look. 

Many AA members see that psychiatry 
may some day greatly enlarge our present 
resources. 

For example: As you observe, I am a 
person of depressive and paranoid tendency. 
Surely you must ask, “What is going to 
happen to that man when his power drive 
wears off or hits something too hard? Minus 
alcohol, won’t he explode?” A very good 
question, that. Some years ago, my power 
drive did wear off and I hit frustration hard. 
But I neither exploded nor turned to alcohol. 
That comfortable fact may be due to long 
AA conditioning which had probably cut 
off my neurosis somewhere below the com- 
pulsive drinking level; but 18 months’ psy- 
chiatry did remove certain festering neu- 
rotic roots, and hence my heavy depression. 
Numbers of AA’s, thus bedeviled, are try- 
ing psychiatry. Most of us, though, are 
getting off far easier. 

There isn’t the slightest evidence that 
violent neurosis, drunkenness, or lunacy is 
to be the destiny of Alcoholics Anonymous. 
Such dark forecasts have not materialized. 

Many an alcoholic is now sent to AA by 
his own psychiatrist. Relieved of his drink- 
ing, he returns to the doctor a far easier 
subject. Practically every alcoholic’s wife 
has become, to a degree, his possessive 
mother. Most alcoholic women, if they still 
have a husband, live with a baffled father. 
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This sometimes spells trouble aplenty. We 
AA’s certainly ought to know! So, gentle- 
men, here is a big problem right up your 
alley. 

Now to conclude: We of AA try to be 
aware that we may never touch but a seg- 
ment of the total alcohol problem. We try 
to remember that our growing success may 
prove a heady wine; that our own resources 
will always be limited. So then, will you men 
and women of medicine be our partners ; 
physicians wielding well your invisible 
scalpels ; workers all, in our common cause? 
We like to think Alcoholics Anonymous a 
middle ground between medicine and re- 
ligion, the missing catalyst of a new syn- 
thesis. This to the end that the millions 


who still suffer may presently issue from 
their darkness into the light of day! 

I am sure that none, attending this great 
Hall of Medicine will feel it untoward if I 
leave the last word to our silent partner, 
Religion: 


God grant us the serenity to accept the things 
we cannot change, courage to change the things 
we can, and wisdom to know the difference. 


Nore.—Following the reading of this paper time 
did not permit me a word of appreciation for the 
generous comment by Dr. G. Kirby Collier, one 
of our earliest friends and a most steadfast sup- 
porter of our cause. Nor, on behalf of Alcoholics 
Anonymous as a whole, could I express the deep 
gratitude we feel for having had the opportunity 
of presenting our point of view before the Ameri- 
can Psychiatric Association at Montreal. 


SOME ORIENTAL MENTAL HOSPITALS 
ERIC BERNE, M.D., Carmen, Catir. 


During the summer of 1948, the author 
was fortunate enough to have an opportunity 
to visit those mental hospitals of the Orient 
which lie in the trajectory of the air-lines, 
and to collect from knowledgeable sources 
information about some others. In the fol- 
lowing condensed communication, space 
permits neither the inclusion of every inter- 
esting and important observation, nor an 
ample demonstration of the personal quali- 
ties of our cordial and hospitable foreign 
colleagues. 

The National Psychopathic Hospital of 
the Republic of the Philippines, in Manda- 
luyong, is reached after a drive through the 
ruins of Manila’s former splendor. The hos- 
pital suffered severely during the war. The 
water-mains were crippled and have not yet 
been restored, and water must be fetched by 
hand from the wells and bathing for most 
patients is a rare luxury. Pails are used in 
place of the unflushable toilets, but the 
ground is so rocky that sewage pits are diffi- 
cult to construct. The roofs leak and the 
electric wiring is damaged. In spite of these 
unhygienic handicaps, the prewar death 
rate of 13% has been cut to 4% of total 
admissions, a new low in the 18-year history 
of the hospital. Hundreds of patients died 
during the occupation when they were re- 
moved from the hospital and put on special 
rations, and tears still came to the eyes of 
Dr. Joson, the assistant superintendent, as 
he described how one of the women psychia- 
trists was slain. It is not surprising to find 
that the patients are favorably disposed to- 
ward Americans and regard them as their 
saviors. 

During 1946-47 the patient population 
rose from 877 to 1,302, with an overcrowd- 
ing of 30%. There were 2,294 admissions 
and 1,869 discharges (including 39.5% re- 
covered) from an estimated total popula- 
tion in the Islands of about 19,000,000(1). 
The record number of admissions is re- 
garded as an after-effect of the war. The 
majority of the patients are schizophrenics ; 
about 15% are diagnosed as affective dis- 
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turbances. English is commonly spoken, but 
some patients speak Tagalog, the “national 
language,” and a minority from the prov- 
inces speak only dialects. In 1946-47, 1,705 
patients were seen in the outpatient and ad- 
missions clinic without the aid of a trained 
social worker or assigned physician. 

Extensive occupational therapy is a neces- 
sity. The patients made almost 17,000 
articles of minimum necessary clothing, and 
produced thousands of kilos of vegetables 
from the hospital farm. During that year 
2,119 electric shock treatments were admin- 
istered with an outmoded apparatus of Japa- 
nese manufacture. Insulin, fever therapy, 
and sedation are limited by lack of required 
drugs. This lack and the limitation of hy- 
drotherapy make other methods of restraint 
sometimes necessary. The total expenditures 
of the hospital were about one million pesos 
(I peso=50¢), with an income of 56,000 
pesos from patient’s fees. A patient day 
costs 2.60 pesos (one-third of this for sub- 
sistence) with most of the patients sleeping 
on straw mats on the cement floor for lack 
of beds and bedding. 

The technical difficulties are further ex- 
emplified by the laboratory situation. A mi- 
croscope had to be borrowed from another 
section of the Health Department for use 
in the hospital. When an electric centrifuge 
was finally acquired to replace the hand-op- 
erated apparatus, it could not be used for 
lack of a transformer. In the face of such 
problems, the laboratory made over 18,000 
examinations during the year. 

Among the go technical and 384 nontech- 
nical employees, there was one physician to 
every 120 patients, one nurse to every 65 pa- 
tients, and one attendant to every 20 patients. 
Medical officers are rotated for advanced 
study of psychiatry and neurology in the 
United States. There is a journal club meet- 
ing once a week and a clinical staff meeting 
twice a week. Training is offered to medi- 
cal and nursing students from the two uni- 
versities in Manila. I was told that there 
was no psychiatrist in private practice in 


1946 


Man 
was 
D 
riser 
dout 
rem 
tesia 
rest 
orat 
mac 
quir 
Cha 
T 
Kor 
the 
fun 
the 
2 bi 
city 
Chi 
assi 
Dis 
was 
psy 
the 
and 
The 
342 
Th 
10 
ind 
pri 
mo 
ma 
to 


pat 
Rt 
ma 
wo 
cey 
He 
flo 
litt 
i si 
the 
pit 
ph 
an 
fo 
of 
ca 
fo 


en, but 
ational 

prov- 
, 1,705 
nd ad- 
Trained 


neces- 
17,000 
g, and 
tables 
t year 
dmin- 
Japa- 
juired 
»f hy- 
straint 
itures 
pesos 
;6,000 
t day 
sub- 
eping 
r lack 


ex- 
A mi- 
other 
r use 
ifuge 
d-op- 
1 for 
such 
8,000 


itech- 
an to 
5 pa- 
ients. 
inced 
1 the 
neet- 
eting 
nedi- 
uni- 
there 
‘e in 


1949] 


ERIC BERNE 377 


Manila, but that one former staff member 
was planning to open an office in the city. 

During 1949 the patient population has 
risen to 1,813 and the outpatient load has 
doubled, while the number of employees has 
remained the same. The operation of an ar- 
tesian well and booster pump has partially 
restored the water supply. Additional lab- 
oratory equipment and two electroshock 
machines of American make have been ac- 
quired, partly with proceeds from the 
Charity Sweepstakes(2). 

The Director of Medical Services at Hong 
Kong was apologetic about the condition of 
the mental hospital in the Colony, since 
funds had not yet been obtained to rebuild 
the 75-year-old institution, which consists of 
2 buildings, one on either side of a crowded 
city street overlooking the harbor. The 
Chinese doctor who showed me around was 
assigned from the Department of Infectious 
Diseases. The actual work of supervision 
was carried on by a trained European male 
psychiatric nurse. The combined capacity of 
the men’s section on one side of the street 
and the women’s section on the other is 138. 
The average patient population is 98, with 
342 admissions and 224 discharges in 1947. 
The public patients sleep on matted bunks, 
10 to a ward, while the private patients have 
individual rooms furnished with cots. Semi- 
private patients have intermediate accom- 
modations. Most of the patients are Chinese, 
many of whom are transferred up the river 
to the mental hospital at Canton. European 
patients are repatriated if possible. One 
Russian woman had been a patient there for 
many years because her native country 
would not accept her. Nevertheless, she ac- 
cepted her fate cheerfully. 

The war did relatively little damage in 
Hong Kong. The clean well-polished stone 
floors, the widely spaced cots, and the tidy 
little exercise yard made a pleasant impres- 
sion in spite of the space limitations after 
the visit to the scarred hospital in the Philip- 
pines. Most of the patients were schizo- 
phrenics. The budget is over $HK 300,000 
annually (about $100,000), and the rations 
for the Chinese patients are about 4 kilo 
of rice per day. No active therapy was being 
carried on at the time of my visit, except 
for occupational work among the men in 


policing the grounds and an embroidery class 
for the women. Since then, however, a 
qualified Chinese psychiatrist has taken 
charge, and electroshock and insulin therapy 
are being administered (3). 

At the English Presbyterian Hospital in 
Swatow I enquired after the local mental 
hospital and was told that psychiatric pa- 
tients were sent to the Old People’s Home 
and thence transferred to the hospital at 
Canton or shipped back to their native 
villages where their families cared for them. 
Because of the enormous scope of the tuber- 
culosis, sewage, nutritional, and dermatologi- 
cal problems to be discussed in Swatow, I 
did not take time to visit the Old People’s 
Home. Dr. Karl Bowman has given his im- 
pressions of psychiatry in China.* 

From Swatow and Hoi-How our coolie 
trader, with 1,000 men, women, and children 
on the decks and a Chinese doctor to care 
for them, sailed down the Indo-China coast, 
up the Gulf of Siam, and then up the Menam 
River to Bangkok, one of the most charming 
cities of the world. The attendants at the 
mental hospital in Dhonburi across the river 
appeared to be as impressed by the person- 
ality of their superintendent, Dr. Phon 
Sangsingkeo, as I was, for they each stood 
respectfully at attention and clasped their 
hands in Oriental salute as he approached. 
Dr. Phon Sangsingkeo explained his cor- 
diality to me on the basis of his American 
training. He said that since his studies at 
the Colorado Psychopathic Hospital he felt 
that he owed a debt to all American psy- 
chiatrists. 

The 600-bed hospital, built in 1912, was 
extensively modernized and slightly en- 
larged in 1943, continuing its function un- 
disturbed during the Japanese occupation in 
contrast to the hospitals in British and 
American dependencies. The results of well- 
planned occupational therapy are scattered 
throughout the 18 acres of hospital grounds 
as miniature rock-gardens and a little lake 
of exquisite construction and detail which 
were built by the patients. The 17 buildings 
are neat and orderly; some are constructed 
with bars of iron up to eye level and wooden 
bars above. There is an insulin shock ward 


1 Psychiatry in China. Am. J. Psychiat., 10§: 70, 
July 1948. 
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but no electric shock is used. Overcrowding 
is almost 100%, with 650 male and 440 
female patients cared for by 7 physicians (1 
for 156 patients), 8 nurses, and 146 at- 
tendants (about I attendant for 7 patients). 
The average pay of the physicians is about 
$35.00 per month, and of the untrained 
attendants $12.00 per month. The annual 
budget is 3,032,055 ticals ($150,000), of 
which 20% comes from patients’ fees. A 
patient day costs 6 ticals for care, 4 ticals 
for food (1 tical=5¢). First-class patients 
pay 70 ticals per week and sleep on spring 
beds. Ninety per cent of the patients are 
non-paying, and most of these sleep on 
straw mats. About 2,000 patients were 
admitted last year. Sixty per cent of the 
patients are schizophrenics, 12% are or- 
ganic reaction types, and mental defectives 
and the criminally insane constitute about 
5% each. The average stay is 71 days and 
the annual mortality rate is about 15%; 
amebic dysentery and scabies are common. 
There are 5 mental hospitals in Siam (popu- 
lation 18,000,000(1) ) housing 2,000 patients 
in all, besides many patients in monasteries 
and prisons. There is no psychiatrist or 
psychoanalyst in private practice in Siam(4). 

The Medical Department of Singapore is 
exceptionally well organized. The mental 
hospital is situated just outside the city on 
Yio Chu Kang Road next to the Leper Settle- 
ment, which can be seen through a fence 
which separates the two. During the war 
the hospital was at first used for civilian 
casualties and later for Japanese military 
cases. Of the 2,000 patients, half had been 
transferred to a nearby island before the 
capitulation, and returned in April 1942 
only to die of starvation under the occupa- 
tion forces. The hospital was partially re- 
opened as a mental hospital in April, 1946. 

Dr. James Browne, who was trained in 
England, showed me around the establish- 
ment. His two assistants, one Ceylonese 
and one Chinese, neither of them trained in 
psychiatry, accompanied us and were very 
eager for information about American psy- 
chiatry. They were especially interested in 
leucotomy. There are in all 5 physicians to 
take care of 1,000 patients, aided by a staff 
of about 400, including 7 trained attendants. 
The hospital buildings are of the one-story 


cantonment type familiar to army personnel, 
the corridors screened with heavy wire. 
There is a rather elaborate two-story ad- 
ministration building. 

The nurses after the English fashion are 
called “sister.” The attendants wear khaki 
uniforms and greet the doctors with a salute, 
Female patients wear knee length blue pants 
and white shirts, or Chinese pyjamas. The 
men wear shorts or pyjamas. Males out- 
number females because that is the situation 
in the general population. Most patients 
sleep on beds with mattresses; disturbed 
patients sleep on square wooden platforms. 
There are many language problems, since 
the patients are drawn from a polyglot area 
which British North 
Borneo. There is one kitchen for Malays, 
one for Chinese, and one for Hindus. Psy- 
chotherapy is supplemented by insulin and 
electric shock therapy; penicillin or benign 
The 
hospital population is exceptional in that 
schizophrenics do not predominate and the 
percentage of toxic confusional psychoses is 
unusually high, the latter often resulting 
from rotten teeth. Many people in the 
Orient keep their wealth in the form of gold 
caps for their teeth, regardless of the con- 
dition of the latter, which have a tendency 
to rot under the caps. Chandu (a form of 
opium) is a common addiction in Singapore, 
but does not produce symptoms as often as 
one might expect. Dr. Browne stated that 
one Chinese patient had been eating and 
smoking opium for 30 years without any 
evidence that it led to deterioration. There 
were no cases of the celebrated Malayan 
form of echopraxia known as “latah”; in 
fact the doctors said they had never seen 
a case. 


extends as far as 


tertian malaria is used for paresis. 


I was informed that there were no 
psychiatrists in private practice in Singa- 
pore (population 600,000, 80% Chinese 
(1)), but that two were expected from 
England. Other psychiatric facilities in this 
part of the world include a 50-bed ward in 
the general hospital at Kuching (Sarawak), 
a large hospital in Perak, north of Kuala 
Lampur (3,000 beds), and a hospital near 
Johore Bahru (600 beds) (5). 

On a visit to Johore Bahru I looked for- 
ward to a tour of the mental hospital, but 
my host, H. H. the Crown Prince, never 
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did take me there for a variety of reasons, 
one being that he was under the impression 
that I was a chiropractor. 

The mental hospital at Angoda, near 
Colombo, Ceylon, is a beautifully run in- 
stitution by any standards, although the 
main building, of cantonment type, is 30 
years old and in need of modernization. 
Twelve years ago a group of 12 villas for 
private patients was added, each containing 
two bedrooms, two bathrooms, two sitting 
rooms, one attendant’s room, and one store- 
room. The fee for such accommodations, 
including medical and nursing care, day and 
night attendants, and shock treatment if in- 
dicated, is 7} rupees per day (about $2.50). 
The semiprivate patients, who pay one rupee, 
sleep on cots, dormitory style. The non- 
paying patients sleep on mats . 

The patient population is 2,500 (popula- 
tion of Ceylon 5,000,000 (1931) (1) ), about 
two-thirds of whom are men. The staff con- 
sists of the superintendent, 2 psychiatrists, 
4 assistant medical officers who are prepar- 
ing for training at Maudsley Hospital, 3 
senior nurses, 10 assistant nurses, and about 
600 attendants. This is an approximate ratio 
of one doctor per 400 patients and one 
attendant for 4 patients. I was shown around 
by the assistant superintendent, Dr. C. D. 
Amarasinha, who was trained at Maudsley 
Hospital, and Dr. Williams, one of the staff 
physicians. They told me that the previous 
superintendent had been a police surgeon 
who relied on bars and solitary confinement 
to keep order, but that this restrictive system 
had now been abolished, although the bars 
are still present. 

The most impressive feature of this in- 
stitution is the effort made to keep the pa- 
tients comfortable and contented. The build- 
ings are well constructed and _ tastefully 
decorated. Both insulin and electric shock 
therapy rooms are painted in soothing colors 
without monotony and made even more at- 
tractive by bouquets of flowers. The radio 
plays softly during insulin hours. There 
are 20 insulin beds and a Rahm ECT ma- 
chine. The hospital also possesses a 4-chan- 
nel electroencephalograph. There is a scat- 
tering of Europeans, but the patients are 
mostly Ceylonese, the men wearing khaki 
shorts or sarongs and the women saris. 


There is one other psychiatric facility in 
Ceylon: a convalescent hospital where about 
200 patients are engaged in agricultural 
work(6). 

My hosts were interested in neurohistology 
as an answer to psychiatry, and were also 
interested in endocrine research, Cerletti’s 
recent work, and the treatment of GPI. 
They were highly impressed with American 
psychiatry. They showed some curiosity, 
but not much conviction, about psycho- 
analysis. They spoke of local quacks who 
tell their patients threateningly that if they 
do not take the proffered cure the illness 
will be transmitted to their offspring in 
every case; but they did not mention that 
there were any psychiatrists in private prac- 
tice. The system of medical licensure in 
Ceylon leads to many complications. 

Through a newspaper friend, I discovered 
that there is a well-qualified psychoanalyst 
practicing in Colombo, Dr. Edith Ludowyk- 
Gyomroi, a member of the International 
Psycho-Analytical Association. Although Dr. 
Ludowyk has been in Colombo for 10 years 
she still finds it difficult to make the medical 
profession understand her function, and on 
the other hand she has only just found her 
first suitable candidate for psychoanalytic 
training (7). 

By far the most exotic establishment in 
my itinerary was the huge Government 
Mental Hospital at Kilpauk, a suburb of 
Madras, India, with a rating of 888 beds and 
a population of 1,750. The history of this 
establishment goes back to 1795; it is a 
direct descendent of what was once called 
“Black Town Jails and Lunatic Hospital” 
and “Dalton’s Mad Hospital” on Lunatic 
Hospital Road. The new Government Hos- 
pital was opened nearby in 1871 with accom- 
modations for 145 patients on the present 
site of 66 acres, which at that time was in- 
fested with snakes and mosquitoes. In 1898 
female nurses were added to the staff, some- 
what in advance of many Western hos- 
pitals. In 1929 it became a teaching hospital. 
In 1941 criminals were transferred to a new 
establishment at Cuddalore. The mental hos- 
pital now offers a training program for 
mentally defective children (8a. ) 

Dr. J. Dhairyam, the superintendent of 
this interesting institution, is fortunately a 
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man of remarkable energy, since in addition 
to the usual problems of a superintendent he 
has to deal with a skein of meteorological, 
sociological, technological, and ethnological 
complications. 

The 1,750 patients are cared for by 12 
doctors, 2 matrons, 20 nurses, 10 male 
nurses, and a large staff of attendants. The 
men are clad in white cotton shirts and 
shorts, or sarongs, and the women, includ- 
ing the nurses, wear saris. Besides the 
European kitchen, there are Mohammedan, 
vegetarian, and special diet kitchens. The 
caste system is discarded on the wards, 
dormitories, and villas where the patients 
are housed. The physicians have to work 
with 4 languages: English, Tamil, Telugu, 
and Malayalam. The population is about 
50% schizophrenic and 30% manic-depres- 
sive. The annual budget is 12 laks of rupees 
(about $400,000) and the income from pay- 
ing patients is one lak(8b). 

A carefully organized program of occupa- 
tional therapy makes the hospital self-sup- 
porting to 1 unique degree. There is a large 
weaving room where all the cotton required 
by the hospital is skilfully woven. The pa- 
tients even manufacture their own paper and 
soap, and the blacksmith and carpentry shops 
are active from morning to night. The 
patients who pump for the irrigation system 
offer an exciting spectacle. The flat arid 
terrain is grooved with a network of ditches. 
Water supply is scanty and is taken from the 
wells by manpower. High up on a centrepole 
two men with dark and glistening bodies run 
rhythmically back and forth on a rocking 
beam, so that the huge bucket suspended from 
one end plunges in and out of the well. As 
it comes up, a third man on the ground 
with synchronized movements hurls it into 
the aorta of the irrigation system. The 
result of this ballet-like coordination is a 
blooming vegetable garden. A cooperative 
in a compound next to the hospital keeps a 
herd of cows which supplies the patients 
with milk, which is thus always fresh in spite 
of the humid atmosphere of 100° in the 
shade. 

The intensive treatment program combines 
modern and eclectic methods with ayurvedic 
medicine and yoga exercises. Dr. Dhairyam 
believes that these exercises stimulate the 


glands and vital centres. For example, the 
exercise Sarvanga Asana compresses the 
thyroid, while its complement Matsya Asana 
stretches it. This pair of exercises, he stated, 
is beneficial for schizophrenics but not for 
manic-depressives. From a study of his pa- 
tient’s histories, he feels that schizophrenia 
may result if one exercise is performed 
without performing its complement in the 
right proportion; hence it is dangerous for 
the uninitiated to attempt this form of ther- 
apy. 

Electric shock treatment is administered 
twice weekly with the aid of intravenous ad- 
juncts, such as vitamin B and magnesium 
sulphate, for improved results. After some 
months of rest, a second course of Io 
shocks is administered to each patient. In- 
sulin shock is available, but electric shock is 
preferred for schizophrenics. Prefrontal 
lobotomy is also practiced. 

Intrathecal drugs and vitamins, histamine, 
ayurvedic herbs, enemas, auto-serum injec- 
tions, cobra and viper venom (the latter hard 
to obtain in India), and intravenous sea- 
water (obtained 10 miles out to sea for 
purity), are used as adjuncts and therapies 
for a variety of functional and organic con- 
ditions. Endocrine preparations are used in 
the treatment of juvenile schizophrenia and 
senile psychoses with “marked results.” 
Manic-depressive psychoses are routinely 
treated with “injections of magnesium sul- 
phate, collosal iodine and manganese, serpen- 
tine, etc.,” which reduce recurrences to 
“about 10% whereas in America .. . . there 
is recurrence of about 50%.” Since “ma- 
larial treatment did not produce results in 
India,” various combinations of drugs are 
used for paresis, including cisternal penicil- 
lin, with about 30% social recoveries. As a 
result of the introduction of these new lines 
of treatment, “percentage of recoveries was 
raised from 7 to 16 during the current year” 
(8c). 

Dr. Dhairyam was of the opinion that 
hashish can cause a psychosis per se. He 
stated that there is no private sanitarium in 
South India at the present time. He is per- 
mitted to act as consultant in private cases. 
About 1867 small asylums had been started 
in Vizagapatam and Trichinopoly. The 
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former is still extant and accommodates 96 
patients (8a). 

The Government Mental Hospital at 
Thana is about an hour’s ride from Bombay 
on a suburban electric railroad. I was 
much impressed by the intense enthusiasm 
of Dr. N. B. Bhide, the acting superinten- 
dent (the superintendent was in England 
studying for his diploma in psychological 
medicine), and the avid knowledge-hunger 
of the young assistant, Dr. J. Chandra, a 
refugee from Pakistan, whose humility and 
economic status contrasted with the attitude 
and position of the young Hindu surgeon 
with whom I had dined the previous evening. 

The patients at Thana are accommodated 
in small one-story buildings of stone, heavily 
barred, with an open balcony or corridor on 
the outside of each building, also heavily 
barred. The individual cells are about 10 
feet square with bare stone walls and floors. 
One corner of the floor is partitioned off by 
a stone parapet about 6 inches high to form 
a kind of basin; the water is turned on cen- 
trally at certain times of day, I was told, 
and at the hour of my visit was not available. 
A hole in the floor constitutes the toilet. 

I was informed that the hospital has a 
capacity of 390 and the actual population 
is 741, an overcrowding of almost 100%, 
and that the staff consists of the superin- 
tendent, one female doctor for the 315 fe- 
male patients, 2 male doctors, 4 general 
nurses, 4 male nurses, and a number of at- 
tendants. Most of the patients are of the 
lower laboring classes. It is necessary for 
the psychiatrists to speak 4 languages: Gu- 
jarati, Hindi, Marathi and English. The 
patient categories include psychotics, epi- 
leptics, criminal lunatics, and beggar lunatics. 
The patients have a self-governing organ- 
ization, and the hospital is policed by monitors 
elected by the patients. Pyjamas, shorts for 
daytime wear, and bedclothes are supplied to 
the patients. There are a few cots for 
infirmary patients; the rest sleep on gunny 
mats which are collected each morning and 
redistributed to the patients each night. 
The staff was especially proud of the fact 
that, although there were 78 deaths in 1947, 
there were only 17 deaths during the first 
6 months of 1948. They showed great re- 
spect for American psychiatry. 


I was told that there is no electricity in 
the institution, which is lighted by kerosene 
lamps, so that electric shock therapy is not 
used. Insulin shock is administered to series 
of 5 or 6 patients, while courses of ten car- 
diazol treatments are given to patients in 
groups of 10. The staff feels that relapses 
after shock therapy are all too frequent; 
psychotherapy does not have its usual place. 
No yoga or ayurvedic medicine is used. 
There are 3 continuous tub baths. 

I had a long discussion with the staff 
about commitment procedures, for India is 
highly developed along legal lines. I under- 
stand that there are 4 chief classes of pa- 
tients: voluntary, detention, certification, and 
criminal. Voluntary boarders may leave at 
will. A detention order can be taken out 
on application of a relative to a magistrate, 
is good for to days, and can be extended 
twice. A detention order can be changed to 
a reception order on certification of the su- 
perintendent. If he certifies that there is 
room in the hospital for the patient, a magis- 
trate can give the reception order directly 
on application of a relative after certifica- 
tion by two doctors, one of whom must be a 
gazette officer, that is, an official employee of 
the state. A committee consisting of a doc- 
tor and two respectable citizens decide the 
discharge of civil patients and their parole 
for 2 months. 

Criminals are sent for observation if they 
plead guilty by reason of insanity or if they 
become insane in prison. A committee con- 
sisting of the District Medical Officer and a 
judge meets every 6 months to decide which 
criminals to return to the legal authorities 
for further disposition. If a criminal’s sen- 
tences expires while he is still a patient he 
becomes a civil patient. 

I was informed that at the Central Mental 
Hospital in Yeravda, near Poona, about 100 
miles from Bombay, there is accommoda- 
tion for 1,200 patients with a population of 
1,600, where both insulin and ECT are 
used. Leucotomies are gaining popularity 
in India, chiefly under the ezgis of a well- 
known surgeon, Dr. Balkrishna Rao, 
F.R.C.S. I was informed that there were 3 
or 4 psychiatrists in private practice in Bom- 
bay, but the hospital staff could not tell me 
whether any of them were psychoanalysts 
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(9). The /nternational Journal of Psycho- 
analysis for 1946 lists 2 members of the In- 
dian Psychoanalytical Society in Bombay. 

There is a small psychiatric section at- 
tached to the hospital for policemen at the 
Central Police Station in Bombay. There 
are no facilities for running a psychiatric 
hospital. Insane prisoners are held there only 
long enough to arrange for transfer to the 
hospital at Thana. The section consists of a 
2-story stone building containing 6 bare, 
thick-doored, iron-barred cells, each with a 
little hole in one corner of the floor for a 
toilet, and each labelled with a large sign 
reading “Lunatic Cell.” The police surgeon 
was interested in the psychiatric aspects of 
criminology, and discussed the admissibility 
of confessions he might obtain by the use of 
intravenous barbiturates. 

There are 4 mental hospitals in Turkey 
(population 19,000,000(1)): one for the 
French and one for the Turks near /stanbul, 
a 250-bed hospital at Elaziz deep in the in- 
terior of Anatolia, and a similar one at 
Manisa near Smyrna; also a 50-bed ward 
in the hospital at Ankara, the capital, which 
is connected with the medical faculty of the 
university there. 

The Turkish mental hospital or Akil Has- 
tanest at Bakirkdy is reached by the steam 
railroad which runs by the old Topkapi Sera- 
glio and the ancient walls of Yedikulé on 
the Stamboul side of the Golden Horn of 
Byzantium. It has a population of about 
3,000 patients, cared for by 40 physicians, 
including a dentist, and about 400 atten- 
dants, a ratio of about 70 patients per doc- 
tor and 7 patients per attendant. Twenty- 
two of the doctors are trained psychiatrists. 
The Turks take as much pride in their men- 
tal hospital as they do anything else Tur- 
kish, and are especially proud of the fact 
that they have had asylums for the mentally 
ill since the fifteenth century, when they 
were first established by Mohammed the 
Conqueror. 

The hospital buildings are about 60 years 
old. They were used as barracks until 1926, 
and the hospital owes its existence to the 
same series of Kemal Pasha Ataturk’s re- 
forms that resulted in the old War Office 
being turned into the University of Istanbul. 


The buildings are well kept and newly 
painted, and most of them have been mod- 
ernized. The grounds are very extensive and 
contain some old landmarks, such as fire ob- 
servation towers. 

There are 30 different services, each 
housed in its own building and comprising 
a 60-bed ward, and usually containing a 
single diagnostic category of patients. This 
latter feature gives much satisfaction as a 
practical arrangement for patient care. Pay- 
ing patients are accommodated 2 in a room 
and pay from 3 Turkish pounds to Ltk 7 
per day (about 1 to 2 dollars). The hospi- 
tal contains a well-equipped clinical, patho- 
logical, neurological, and neuropathological 
laboratory, including 2 electroencephalo- 
graphs and a chronoaximeter as well as the 
usual standard equipment found in Ameri- 
can psychiatric hospitals. There is a modern 
machine for the administration of electric 
shock therapy but there are no facilities for 
insulin shock treatment. The hospital is used 
for teaching purposes in connection with the 
Faculty of Medicine of the University of 
Istanbul. The 80-bed psychiatric clinic is 
under the direction of Professor Mazhar 
Osman Uzman, and the 50-bed neurological 
clinic is directed by Professor Fahrettin 
Kerim Gokay. 

The diagnostic categories include psy- 
chotics, mental defectives, epileptics, neu- 
rological cases, and criminals. Paretics are 
not unusually common. There are a few 
hashish addicts. The 4 physicians who acted 
as my hosts spoke nothing but Turkish, save 
one who knew a little French. I could see 
why they were proud of their teaching fa- 
cilities and equipment; their hospital com- 
pared favorably with others in the Orient. 
They were all curious about American psy- 
chiatry, which again seemed to set the stand- 
ard. I had the impression that they looked 
askance at psychoanalysis and were much 
more interested in narcosynthesis and other 
“physical” approaches, which they seemed 
to think were more “modern’’(10). 

Regarding the distribution of private fa- 
cilities for psychotherapy, particularly psy- 
choanalysis, in the Far East, it is interesting 
to note that in Japan before the war there 
were 2 psychoanalytical societies with 22 


members, while the Indian Psychoanalytical 
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Society in 1946, according to the Interna- 
tional Journal of Psychoanalysis, had 16 
members and 42 associate members. Be- 
tween these two countries, comprising the 
bulk of Asia, only 2 psychoanalysts are listed: 
one in Ceylon and one in Burma. 
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UTILIZATION OF PSYCHIATRIST AND SOCIAL WORKER 
AS AN INTAKE TEAM * 


JEROME L. WEINBERGER, M.D.,? ann ELEANOR GAY, M.A., M.S.S.° 


Boston, Mass. 


The intake process is a reflection of the 
general scientific approach of the clinic as 
a whole, consisting of the total evaluation 
of the patient resulting in a planned disposi- 
tion. It is at the intake level that skills of 
the social worker and the psychiatrist can be 
combined as an effective team. 

The intake process is one of the most diffi- 
cult and challenging problems of the clinic. 
The proper selection and disposition of 
patients who come to the Mental Hygiene 
Unit for help require the exercise of exten- 
sive clinical experience and judgment. Im- 
plicit in the selection process are the kind of 
service the clinic offers, the illness of the pa- 
tient, and the type of treatment he seeks. Re- 
sponsibility is assumed for those accepted as 
well as for those who cannot be treated 
within the scope of the clinic. To maintain 
treatment potential and motivation, we feel 
that a total evaluation of the patient should 
be expeditiously made at intake and treat- 
ment initiated as soon as possible. 

It is our belief that there are differences 
in kind between the social worker and the 
psychiatrist predicated by their training and 
areas of functioning. We do not subscribe 
to the idea that the social worker should 
assume the responsibility for the psychiatric 
evaluation of patients. For example, Futter- 
man(1) states: 


Social workers have not had much experience 
in estimating the psychiatric picture of the emo- 
tionally disturbed patient. The latter condition 
probably existed for two reasons: one, the social 
worker did not work in an adult mental hygiene 
clinic; two, this was never considered the province 
of the social worker. The Los Angeles Veterans 
Administration Mental Hygiene Clinic has, of ne- 


1 Published with permission of the Chief Medical 
Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no respon- 
sibility for the opinions expressed or conclusions 
drawn by the authors. 

2 Psychiatrist, Mental Hygiene Unit, VA Re- 
gional Office. 

8 Casework Supervisor, Mental Hygiene Unit, 
VA Regional Office. 
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cessity, included some clinical evaluation within the 
province of a social worker, and we have, therefore, 
had to develop a new skill. 


This statement implies that the social 
worker and psychiatrist are interchangeable 
at intake. 

3ecause of the scarcity of psychiatrists 
the social worker in many clinics bears the 
burden of responsibility for the total intake 
procedure, making an evaluation of the 
social, emotional and organic factors. In 
most clinics psychiatric and medical con- 
sultations are available. However, it is not 
within the realm of the social worker to 
request an organic workup before a psy- 
chiatrist can see the patient. In a recent paper 
by Rockmore and Kenworthy(2) the as- 
sumption of this function is described as 
follows: 


A young accountant wanted to see a psychiatrist 
because he had difficulty holding his food down on 
certain occasions after eating. . . . He noticed that 
this did not usually occur when he was in the com- 
pany of his male friends, but did happen when he 
was out with a girl friend. . . . He describes this 
problem as being “mental.” He differentiated this 
incident from an experience a few months previously 
when he awoke during the night with “cramps and 
grumbling in my stomach.” This, he felt, was 
“physical,” and accordingly he saw a physician who 
prescribed for him and he was relieved of his symp- 
toms. . . . Discussion at the intake interview cen- 
tered around the need to have a careful organic 
workup before a psychiatrist could proceed with 
any assurance concerning what was involved. The 
patient’s ability to distinguish between an emo- 
tional involvement and an organic disturbance, 
faulty though it might he, was sufficient for him 
to accept referral to a G. I. clinic as a preliminary 
preparation for his seeing a psychiatrist. He was 
“impressed by the thoroughness” of the approach 
and returned to keep his first appointment with the 
psychiatrist almost two months later. 


The experienced social worker recognizes 
the need for an evaluation of malignant 
emotional and possibly organic factors, and 
seeks medical or psychiatric consultation. 
The postponement of psychiatric treatment 
for clearance of possible organic factors, 
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probably decisively evaluated at intake by a 
psychiatrist, would militate against the re- 
turn of many less motivated patients. In 
short the social worker does not have the 
medical knowledge or responsibility to decide 
when an organic condition is or is not pres- 
ent. Not only is there unnecessary waste of 
medical facilities, delay in initiating treat- 
ment, and the lowering of treatment poten- 
tial but also the possibility of fixing symp- 
toms through the affirmation of the patient’s 
doubts if they already exist. 

Sometimes not enough recognition is 
given to a patient’s ambivalence toward 
treatment. Regard for the patient’s time and 
effort as well as the fact that coming for 
psychiatric help is of great moment to him 
is often rationalized by stating, “If he really 
wants treatment he will return.” The 
veteran’s request for psychiatric treatment 
does not neutralize all of his negative feel- 
ings concerning its desirability or value. A 
waiting period may only enhance a patient’s 
doubts. The attrition of veterans on a wait- 
ing list does not necessarily indicate that 
those who dropped out were all poor treat- 
ment risks nor that those who eventually 
received treatment were entirely favorable 
for psychotherapy. 

The effective treatment of patients is the 
prime consideration of a mental hygiene 
clinic. A paramount requirement for suc- 
cessful psychotherapy is the continued at- 
tendance of the patient in the clinic. The 
cessation of treatment by patients through 
failure to keep the initial appointment or 
dropping out during the course of their 
treatment reduces the therapeutic potential 
of the clinic. It is therefore necessary to 
evaluate the motivation of patients coming 
for treatment as well as factors within the 
clinic. A study by the New York City Com- 
mittee on Mental Hygiene(3) concluded: 

Analysis of the number of visits made by each 
patient (to the clinics surveyed in the study) shows 
that almost two-thirds of those who reported went 
to the clinic for no more than three visits—the 
greatest number (37%) for only one. . . . and al- 
most four-fifths for no more than six... . and 
only 4% for more than twenty-five. In view of 


the usual time requirements for effective psycho- 
therapy, this proportion is staggeringly small. 


The report suggests: 


If the number whose attendance is too brief to 
help them could be reduced, the number of psy- 


3 


chiatric hours available for longer treatment would 
be multiplied, and the returns in benefit per psy- 
chiatric hour would be greatly increased. 


The Boston Mental Hygiene Unit of the 
Veterans Administration was established 
March 18, 1946. As the clinic expanded we 
became increasingly aware of the number 
of veterans who discontinued treatment. 
The clinic statistics for the 6-month period 
from October, 1946, through March, 1947, 
showed that of the total number of veterans 
in treatment each month the percentage 
breaking treatment exceeded the percentage 
of those discharged. This represents veter- 
ans who after being accepted for treatment 
failed to keep the first 2 appointments or 
ceased treatment later. In some months the 
percentage of “breakage” was over twice 
that of patients discharged (see Table 2). 
It was found that 86% (4) of all “breakage” 
in treatment occurred during the first 5 
hours of clinic contact. The question why 
a significant number of patients broke ap- 
pointments led us to survey the patient 


_ population coming to the clinic and to 


evaluate the intake procedure of having the 
social service department assume the full 
responsibility for the intake screening 
process(5). 

Veterans coming for treatment at the 
Mental Hygiene Unit can be categorized 
roughly into 3 groups: (1) those seeking 
psychotherapy, (2) those who would not 
accept psychotherapy, and (3) those who 
desired help but could not be treated within 
the scope of the clinic. 

Of those in Group I some veterans real- 
ized initially the emotional nature of their 
complaints and applied directly for psy- 
chotherapy. Others, after exhausing the 
possibilities of an organic etiology through 
repeated physical examinations and after 
the failure of relief of symptoms with 
various medicaments, came to the realization 
that their symptoms were possibly emotional 
in origin. Also included in this group were 
veterans with organic conditions, such as 
peptic ulcer, ulcerative colitis and neuro- 
dermatitis. 

In Group 2 a large number of veterans 
did not want psychotherapy. Among these 
were veterans who requested the traditional 
forms of medical examination and treat- 
ment, such as physical examinations, X-ray 
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workup, medicine, physiotherapy, etc. In 
general, they could not accept that their 
symptoms were due to emotional factors or 
that “talk” could help. Treatment had to 
be something tangible and eoncrete. Some 
requested specific forms of treatment, such 
as narcosynthesis, hypnosis, shock therapy, 
and even prefrontal lobotomy. These veter- 
ans believed that they would be suddenly 
and dramatically cured. The psychiatrist 
was pictured in a magical role. The reality 
and scope of the clinic could be accepted by 
some. However, a number could not give 
up the fantasy of magical treatment. Often 
these veterans referred to some form of psy- 
chiatric treatment that was publicized in 
newspapers, on the radio, in the movies, or 
in books. 

For many veterans who did not want psy- 
chotherapy, emotional difficulties carried a 
stigma—a fear of being marked or con- 
sidered weak or inferior. Pervading these 
fears was the belief, not often expressed but 
latently present, that one could by will power 
suppress emotional difficulties or symptoms. 
Attendance at the clinic was an admission 
of “weakness” which they could not accept 
and in many instances overtly express. The 
reality of the difficulties a few encountered 
in obtaining employment because of a neuro- 
psychiatric discharge from the armed ser- 
_vices added substance to their fears. Clari- 
fication of these beliefs resulted in the ac- 
ceptance of help by many of these veterans. 

Veterans, although not expressing a real 
need for treatment, sought the clinic services 
for other purposes. Some veterans felt they 
had to come. When asked what their diff- 
culties were, they would reply that they 
were sent by Dr. X or Mr. Y. Some feared 
that their pensions would be reduced if they 
did not obey instructions. Others felt that 
they must receive treatment or else they did 
not have a right to a pension. A few sought 
treatment to bolster a pension claim. A 
number of veterans applied for treatment 
in order to receive other veterans’ benefits, 
such as vocational rehabilitation ; and indeed 
many were referred for therapy on this 
condition. Explanation of the function of 
the clinic in the Veterans Administration 
relieved the anxiety of some when they 
learned that clinic records were confidential 
and that there was no obligation to come and 
no penalty to refuse therapy. A number 


then could accept psychotherapy when 
apprised of the personality-determined fac- 
tors in their difficulties. 

The majority of veterans coming to the 
Mental Hygiene Unit are referred by sources 
within the Veterans Administration. For 
many veterans governmental agencies create 
a feeling, perhaps engendered by military 
service, that all recommendations assume 
the significance of orders or commands. A 
few veterans endowed the Veterans Admin- 
istration with omnipotent powers, believing 
that the government assumed total or partial 
responsibility for them. They felt that this 
was due them for being veterans. Requests 
were made that they be sent to rest camps, 
hospitals, or that the government had to 
take care of them. These dependent, imma- 
ture individuals did not want “talk” but 
material aid or refuge. On a few occasions 
a veteran avidly sought treatment or hos- 
pitalization without any apparent need. On 
exploration it was found that the veteran 
was in legal difficulties and believed or was 
advised that treatment for an emotional ill- 
ness would mitigate his responsibility. 

In Group 3, veterans who could not be 
treated within the scope of the clinic, were 
those whose contact with reality was so 
limited that treatment for them in an out- 
patient clinic was not feasible. In general, 
a number of psychotic veterans can be 
treated in the community but where severe 
homicidal or suicidal trends enter the picture 
it is felt that professional responsibility re- 
quires that hospitalization be recommended. 

Also in this group were veterans with 
organic conditions and those with organic 
components associated with emotional fac- 
tors and symptoms. Where the disease was 
such that life was in any way threatened, 
as in bleeding peptic ulcer, or where there 
was indication of progression of organic 
pathology, medical treatment took priority. 
In some instances there were problems in 
differentiating organic from functional 
states, as in hepatitis, and in determining 
the degree and severity of the organic com- 
ponents in the illness. Medical evaluation 


was required before these veterans were 
accepted for psychotherapy. 

3ecause of the wide range of conditions, 
varying from situational maladjustments to 
the grossly psychotic, and extending from 
psychosomatic states to purely organic dis- 
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eases, it was felt that definitive judgments 
were beyond the training, skills, and re- 
sponsibility of the social worker. To meet 
the need for a medical and psychiatric evalu- 
ation at intake, the dual intake procedure 
was established in April 1947. Staff psy- 


TABLE 1 


CoMPARISON OF CLINIC STATISTICS 6 MONTHS 
BEFORE AND 6 Montus AFTER INITIATING 
THE DvuAL INTAKE PROCEDURE— 
MoNTHLY AVERAGES 


Discharged 
improved Ceased 
or unim- treat- 
Active proved ment 
clinic Clo 
load sures* No. % No. % 
First 6 months 
(1946-1047) ..384.5 93-5 322 344 61.3 65.6 
Second 6 
months (1947) 420.6 93.8 50.4 53.7 43.4 46.3 


* Closures refers to the total of those discharged and 
those who ceased treatment. 


in miniature for the joint study of the 
veteran’s motivation and of possible ways 
of meeting his total problems. The mutual 
dependencies of the two disciplines working 
as a team serve to illuminate the areas not 
singly covered by each discipline, offer the 
veteran more effective and expeditious treat- 
ment, and result in a mutually educating 
experience for the psychiatrist and the social 
worker. 

A review of the clinic statistics 6 months 
before and 6 months after initiating of the 
dual intake procedure shows significant 
changes (see Table 1). In the monthly 
average for the 6-month period after the 
introduction of the dual intake procedure, 
the active clinic patient load was greater, 
the closures remained unchanged, the num- 
ber of patients discharged for all causes in- 
creased 64%, and the monthly average fail- 
ing treatment was reduced by 30%. 


TABLE 2 


COMPARISON OF THE MONTHLY SrTAtTIstTics 6 MonTHS BEFORE AND 6 MoNTHS AFTER 
INITIATING THE DUAL INTAKE PROCEDURE 


First 6-month period 


Second 6-month period 


1946 1947 1947 
Oct. Nov. Dec. Jan. Feb. Mar. ‘Apr May June July Aug. Sept. 
Active Case Load..... 356 321 339 301 466 434 ##451 466 430 434 «©9418 399 
95 109 74 68 81 134 98 132 gI 90 51 
% Discharged ....... 41.0 303 324 368 23.5 425 31.6 55.3 50.3 586 569 604 
59.0 60.7 67.6 63.2 76.5 57.55 684 447 40.7 41.4 43.1 39.6 


* Closures—Total of Dischargees and CKA. 
+ CKA—Ceased keeping appointments. 


chiatrists and social workers were assigned 
to intake on a rotating schedule. With this 
dual procedure, the functions of the psy- 
chiatrist and social worker were delineated 
(6). The social worker interviews the vet- 
eran to determine his reasons for applying 
for treatment, source of referral, legal 
eligibility for treatment, and identifying 
data. A brief history of the veteran’s com- 
plaint and the significant facts in his family 
history and past history are obtained, and 
finally his attitude toward psychiatric treat- 
ment. 

The intake psychiatrist has a fourfold 
task: to evaluate reasons for coming, to 
make a dynamic diagnostic survey, to esti- 
mate the treatment potential, and finally to 
initiate a course of treatment. 

This dual intake procedure implies the 
team-work of the psychiatrist and social 
worker; the intake team becomes a clinic 


A comparison of the percentage of pati- 
ents discharged and those breaking treat- 
ment in relationship to the monthly active 
case load and closures for the 2 comparable 
6-month periods shows the downward trend 
of the “breakage” rate (see Table 2). For 
the 6-month period prior to the introduction 
of the dual procedure, the “breakage” per- 
centage exceeded the percentage discharged 
for all causes. Following the introduction 
of the intake team a reversal occurred ; after 
the first month, the percentage discharged 
regularly exceeded the “breakage.” 

Probably there will always be an irreducible 
core of patients breaking treatment with the 
most careful intake screening, owing to fac- 
tors not related to intake, such as severe per- 
sonality problems and the vicissitudes in 
treatment. No matter what procedures are 
used, the controlling factor throughout is the 
skill and experience of the staff. 


a 
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In conclusion, the utilization of the psy- 
chiatrist and the social worker as an intake 
team has resulted in a more efficient and 
effective screening process. The therapeutic 
potential of the clinic has been increased 
through the decrease in the number of 
patients failing appointments. The dual in- 
take procedure has helped to clarify the 
function of the Mental Hygiene Unit to 
the community, resulting in better referrals 
to the clinic. 
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PRESIDENT’S PAGE 


On November 14 at Asbury Park the 
standing committees of The American Psy- 
chiatric Association will hold meetings con- 
currently in order to clarify for themselves 
the issues of the times and the steps to be 
taken in dealing with them. None of these 
issues exists in isolation related to the scope 
of only one committee and, therefore, the 
concurrent sessions will permit committees 
to relate themselves to each other and work 
out their programs jointly wherever this 
is indicated. 

This will be the second of such meetings 
and hopefully this will become an annual, if 
not a semi-annual, event. These committee 
activities should become the source of in- 
spiration and guidance for our year-in and 
year-out program. Through these commit- 
tees the membership of the A.P.A. will 
really determine what the Association means 
to the people of the Americas. It is only 
beginning to be realized within the psychi- 
atric profession itself that the intimate and 
penetrating experience that the psychiatrists 
have with their patients has an immense po- 
tentiality for man’s effort generally to deal 
with his problems, whatever and wherever 
they may be. The human factor pervades 
all of them. In fact there is no other group 
whose body of knowledge, experience, and 
hence potentiality for contribution duplicates 
that of the psychiatrist, although there are 
others whose close relation to the problems 
of people on a quite different basis provides 
to them the same type of warrant. The 
clergy is an example. In his patient the 
psychiatrist sees in magnified form the quali- 
ties of man in a way that not only brings 
them into evidence but permits them to be 
analyzed so that their components may be 
brought under control, and he has the op- 
portunity through his therapeutic work of 
testing the validity of his analysis. 

The world is full of anxiety and hostili- 
ties. What profession lives with anxiety and 
hostility on more intimate terms than that of 
psychiatry ? With this authority and experi- 
ence as its special asset and with the scope 
assigned to it each committee is able to ask 
itself where the most crucial problems lie. 
The Committee on Academic Education may, 
for example, conclude that it is the teacher- 


pupil relationship that is the essential force 
within the schools bearing on mental health. 
This may lead to certain conclusions about 
teacher selection and personal relations be- 
tween the teacher and the school administra- 
tion and the community. The committee may 
clarify what it and the A.P.A. as a whole 
may do as its part and through its program 
about this. As each committee in the same 
way searches the interest and experience of 
its members and relates these to the issues 
of its field it formulates these deliberations 
into a report to the members of the Associa- 
tion. The A.P.A. thereby acquires its grist. 
Out of this its members, its committees, its 
officers, and its staff mill a technical job. 

The Council and Executive Committee 
can attend to the business of the A.P.A., 
but the agendas of their meetings are so 
crowded with business that they cannot de- 
liberate to the extent needed on program, 
and to depend upon them to do so is unreal- 
istic and retarding. The meetings of our 
committees must become the brains of our 
Association to guide it to the fullest realiza- 
tion of its mission and power. 

But the value accruing from this commit- 
tee work is not a mere gift of time and effort 
by the committeeman to a good cause, nor 
is it merely a sacrifice on the part of his 
hospital or his patients who might get more 
out of him if he had stayed at home. It is 
a good investment by all of them. It is all 
too easy to become sequestered in one’s job 
to the ultimate detriment to those whom one 
serves. This participation in broader issues 
is insurance against such isolation. One’s 
patients, one’s hospital, and one’s community 
thereby share the benefits. There is the 
fullest justification in general in leaving 
one’s work or being given a leave to attend 
these meetings. 

We have a committee now at work clarify- 
ing the place of committees in our scheme 
of things. It will eventually recommend 
general policy to us. Until that time we must 
move ahead, I hope, on the principles out- 
lined above. It is unfortunate that to date 
our formula provides for so small a propor- 
tion of the membership. I hope that will 
be solved. 

GeorcE S. Stevenson, M.D. 
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COMMENT 


LEGISLATION DEALING WITH SEX OFFENDERS 


As Dr. Myerson used to say, when it comes 
to the criminal law, the psychiatrist has an 
itch to be both Mr. Know-It-All and Mr. 
Fixit. Current interest in sex offenders high- 
lights the validity of that remark. One after 
another, states are considering legislation on 
this subject and consulting their psychia- 
trists about it. The thread that runs through 
popular thinking on sex offenders is this: 
sexual psychopathy is an illness, not a crime ; 
the offender needs treatment, not punish- 
ment. Most psychiatrists promptly say 
“amen” to that noble sentiment. 

The difficulty is that we have no way of 
successfully treating the sexual psychopath. 
Cures, if any, must be extremely rare. The 
demand, therefore, that these offenders be 
“treated” is still a sterile one. Why do we 
want jurisdiction in these cases transferred 
from the courts to the psychiatrists? It 
looks as if we have talked ourselves into the 
privilege of holding the bear by the tail. We 
have lectured and written so much and so 
positively about the dynamics of sexual aber- 
ration that the public has finally taken us at 
our word, and in many states they have 
turned the sex psychopath over to us to 
deal with. 

Special laws re sex offenders are now 
in operation in California, Massachusetts, 
Michigan, Minnesota, Illinois, New Jersey, 
Ohio, Wisconsin, and the District of Colum- 
bia. In Michigan and Illinois, a criminal 
sexual psychopath is “one who is not insane 
nor feeble-minded, but whose mental disorder 
is coupled with a propensity to commit sex 
offenses.” In Wisconsin and Minnesota, the 
criteria are: “such instability, impulsiveness, 
and lack of good judgment ... . as to 
render him irresponsible for his conduct 
with respect to sexual matters.” In the 
District of Columbia, the definition is: 
™ . a person not insane who by re- 
peated misconduct in sexual matters has 
evidenced such a lack of power to control 
his sexual impulses as to be dangerous to 
others.” Perhaps the most flexible statute 
is the one in New Jersey which simply pro- 
vides for commitment to a hospital of any 
person convicted of a sex crime who is 
found to be “suffering from any form of 
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abnormal mental illness which resulted in 
the commission of the offense.” 

Ohio and New Jersey require that the 
defendant be convicted of the crime before 
the special statute begins to operate. In Illi- 
nois, Michigan, and California, a criminal 
charge, but not necessarily a conviction, is 
needed before the court may classify the de- 
fendant as a sex psychopath. In Wiscon- 
sin, Minnesota, Massachusetts, and the Dis- 
trict of Columbia no formal criminal charge 
is necessary. 

All the laws require the commitment of 
the offender to a mental hospital. Here is the 
point where the lawyers step out and the 
psychiatrist steps in; here is where we are 
asked to pay off on our premise that these 
persons need treatment not punishment. In 
New Jersey the time in the hospital cannot 
exceed the maximum confinement provided 
by law for the crime itself. In the other 
jurisdictions, the patient is to be released 
when he is no longer a danger to society. 
This is generally to be determined by certifi- 
cation from the hospital staff. But few 
psychiatrists are willing to swear that any 
person (particularly one with an aggressive 
sex habit pattern) is going to restrain his 
drives in the future. Failing such an affirma- 
tion, the defendant must remain in the hos- 
pital until he is “cured” of his psychopathy! 
The net result is an indefinite and purely 
custodial confinement, behind bars, for a 
patient to whom the average state hospital 
has nothing to offer in terms of definitive 
treatment. 

When we do discover an effective method 
for treating the aggressive sex offender, we 
should insist on his transfer from the prison 
to the hospital. Today, we have nothing to 
offer but custody—a field in which penal 
authorities are far more efficient than we 
are. Perhaps it is time to confess this is an 
area in which we may have been overselling 
psychiatry. It is, of course, a good thing 
that popular and legal thinking about the 
sex offender is veering away from the purely 
punitive. But it is not yet at the point where 
the psychiatrist can appear before the public 
as the man who has the answer. 

Henry A. Davinson, M. D. 
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NEWS AND NOTES 


Seconp Menta HeEAttH ASSEMBLY, 
Wortp FEDERATION FOR MENTAL HEALTH. 
—The Second Assembly met in Geneva, 
Switzerland, August 22-27, 1949, and was 
attended by 40 or more delegates from the 
United States. Plans for activities for the 
coming year were completed and new officers 
were chosen. Dr. J. R. Rees (England) was 
appointed Director-General, and Dr. Kenneth 
Soddy (England) Secretary. Offices of the 
Federation continue temporarily at 19 Man- 
chester St., London W 1, England. 

The new President of the Federation is 
Dr. Andre Repond of Switzerland, who re- 
places Dr. J. R. Rees. The Vice-President 
for 1949-50 is Dr. William Line of Toronto, 
Canada. Dr. M. K. el Kholy of Egypt has 
accepted the post of Acting Treasurer, Dr. 
Frank Fremont-Smith having resigned as 
Treasurer. Dr. George S. Stevenson remains 
as a member of the Executive Board, and 
Dr. Leo H. Bartemeier has been appointed 
to the Board as an alternate. 

Prior to the Assembly the Federation had 
51 member societies drawn from 32 coun- 
tries, and others were admitted in August. 
The United States membership includes the 
following: American Association of Mental 
Deficiency, American Association of Psychi- 
atric Social Workers, American Neurological 
Association, American Nurses’ Associa- 
tion, American Orthopsychiatric Association, 
American Psychiatric Association, American 
Psychoanalytic Association, American Psy- 
chological Association, National Committee 
for Mental Hygiene, National League of 
Nursing Education, National Mental Health 
Foundation, National Organization for Pub- 
lic Health Nursing, Society for Applied An- 
thropology, Society for the Psychological 
Study of Social Issues. 


New Jersey CHILD TREATMENT CENTER 
FINIsHES First YEAR.—The Arthur Bris- 
bane Child Treatment Center at Farming- 
dale, N. J., which is the continent’s only 
state-operated center for emotionally dis- 
turbed children, concluded its first year of 


independent operation in August 1949. It 
is a 60-bed institution for psychotic, prepsy- 
chotic, and emotionally disturbed children 
between the ages of 5 and 12. It makes 
available individual psychotherapy, electric 
and insulin shock, play therapy, remedial 
reading, formal and informal schooling, oc- 
cupational therapy, religious, recreational, 
medical, and dental facilities. 

Mental hygiene groups and child welfare 
agencies in many other parts of the country 
have been considering the establishment of 
similar residence centers, apart from state 
hospitals, reformatories, and orphanages ; 
and the Arthur Brisbane Center has ac- 
cordingly been the subject of inquiry from 
all over North America. The Center is 
headed by Dr. Georges Lussier and immedi- 
ate control is vested in a board of managers, 
one of whom is Dr. Henry A. Davidson. The 
Center also furnishes residency training for 
short periods for psychiatrists who need in- 
tensive child guidance experience. This is 
under the supervision of Dr. Frank Pigna- 
toro, the Center’s attending psychiatrist. 


Dr. Leo H. BARTEMEIER HoNoRED.—On 
the occasion of his election as president of 
the International Psychoanalytic Association 
in Zurich, Switzerland, August 18, 1949, 
Dr. Leo H. Bartemeier was honored at a 
formal dinner given by the members of the 
Detroit Psychoanalytic Society. Dr. Barte- 
meier is associate professor of psychiatry at 
Wayne University and secretary of the 
American Psychiatric Association and of 
the American Psychoanalytic’ Association 
as well. 


AMERICAN OCCUPATIONAL THERAPY AS- 
SOCIATION.—The 32d annual convention of 
this Association was held August 20-27, 
1947, in Detroit, Mich., with 570 in at- 
tendance. Dr. O. R. Yoder, of the state hos- 
pital at Ypsilanti, was speaker at the annual 
banquet; his subject was “Blue Prints for 
the Future.” Other speakers on the week’s 
program included Dr. Harry August, on the 
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dynamics of personality; Miss Marjorie 
Taylor on the history of the Association ; 
Dr. John E. Webster, on neurological disa- 
bility produced by vascular diseases of the 
brain; and Miss Marguerite Parrish, on the 
mechanics of psychodramatics. 

A number of symposia were presented on 
the subjects of tuberculosis, rheumatic fever, 
cerebral palsy, epilepsy, multiple sclerosis, 
thoracic surgery, rehabilitation centers, job 
relations. Guests at the convention took part 
in group discussions on mental hospitals, 
orthopedics, organizational plans for setting 
up OT departments, costs of material, fees, 
disposal of products, and graded activity, 
as well as correlation of services in hospital 
administration. 

An international luncheon served to intro- 
duce many therapists from foreign countries. 
There were also field trips and a demonstra- 
tion of amputee prosthetic training in which 
both adults and children demonstrated their 
skill with single and double appliances. 


Hutcuincs MemorriAL LectTure.—Dr. 
Winfred Overholser, superintendent of 
Saint Elizabeths Hospital in Washington, 
D. C., was speaker on Oct. 3, 1949, in the 
first of a series of annual lectures in honor of 
the late Dr. Richard H. Hutchings. Dr. 
Overholser’s subject was “Modern Trends 
in Psychiatric Treatment.” The lecture took 
place at Syracuse University, in the audi- 
torium of the College of Medicine. 

The series of lectures is sponsored by the 
Hutchings Memorial Committee. 


FELLOWSHIP AT MeEpDICAL COLLEGE OF 
VirciniaA.—There is available at the Medical 
College of Virginia a two-year fellowship in 
psychiatry, with a salary of $3,000 the first 
year and $3,600 the second. It carries the 
condition that the person accepting it must 
serve two years, for each year of fellowship, 
in one of the state hospitals in Virginia or 
one of the outpatient clinics. For further 
information write to Dr. R. Finley Gayle, 
Jr., Professional Bldg., 5th and Franklin 
Sts., Richmond, Va. 


POSTGRADUATE CouRSE AVAILABLE AT 
ANDERSON ScHooLt.—Dr. V. V. Anderson, 
director of the Anderson School at Staats- 


burg-on-Hudson, N. Y., announces the estab- 
lishment of a new two-year course on the 
college level. This course is planned to meet 
the needs of students who have difficulty 
during college years in their emotional and 
social development. Ultimately it is hoped 
to establish a Junior College with accredited 
courses, based on a consideration of indi- 
vidual needs and the all-around personality 
approach that has been so successful in the 
high school program of the Anderson School. 


UNIVERSITY OF COLORADO POSTGRADUATE 
CoursE IN PsycHosomaTic MEeEDICINE.— 
The department of psychiatry of the Uni- 
versity of Colorado School of Medicine 
sponsored a 5-day postgraduate course in 
psychosomatic medicine, Sept. 12-16, 1949. 
Prevalent points of view regarding psycho- 
somatic disorders were presented in semi- 
nars ; these were based upon clinical exami- 
nation of selected patients from the medical 
wards and the outpatient clinics of the Uni- 
versity of Colorado Medical Center. Dr. 
Leo H. Bartemeier, professor of psychiatry, 
Wayne University School of Medicine, was 
guest instructor. 


SOUTHERN ELECTROENCEPHALOGRAPHIC 
SociEty.—The 1949 annual meeting of this 
Society will be held in New Orleans, No- 
vember 30. For further information about 
the meeting write to the secretary of the 
Society, Dr. Samuel C. Little, 2111 Highland 
Ave., Birmingham 5, Ala. 

UNIVERSITY OF MINNESOTA POSTGRAD- 
UATE CouRSE IN CHILD Psycu1aTRy.—At 
the Center for Continuation Study at the 
University of Minnesota, Minneapolis, a 
course in child psychiatry will be presented 
from November 28 through December 3, 
1949. The course is intended for pediatri- 
cians and general physicians and will empha- 
size normal, emotional, intellectual, and so- 
cial development of infants and children, 
as well as the emotional and behavior prob- 
lems seen in infancy, childhood, and ado- 
lescence. Dr. Adrian Vander Veer, of the 
department of psychiatry at the University 
of Chicago, will participate as a visiting 
faculty member. 
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BOOK REVIEWS 


Economic MAN 1N RELaATIon TO His NATURAL 
ENVIRONMENT. By C. Reinhold Noyes. (New 
York: Columbia University Press, 1948.) 


This is an important work on biological eco- 
nomics, or “direct economy,” or, if it be preferred, 
“Robinson Crusoe economics.” Its distinguished 
author, the chairman of the National Bureau of 
Economic Research, has sought to utilize the data 
on the origin and satisfaction of wants from fields 
such as biology, physiology, psychology, and psy- 
chiatry, in an analysis of the economy of an isolated 
individual who must depend on his own efforts 
for the satisfaction of all his wants. The result 
should be of major interest to students of these 
psychobiological sciences,! as well as to those con- 
cerned with economic history and economic theory. 

It is the author’s view that “in the economic 
field man seems to be subjected to three independent 
sets of .... limitations or conditionings..... 
From this point of view the study of economics 
would divide itself into three branches ... . the 
biological, the technological, and the sociological 
or institutional, respectively” (p. 7). It is to the 
first of these branches that the present study is 
limited. And it is in order to abstract from tech- 
nological and institutional factors, involving coop- 
eration and contact among individuals, that the 
direct economy is here studied, this economy being 
one in which the single individual is subject only 
to the motivations and “resistances” associated 
with himself and his natural environment. It is 
not possible in a review satisfactorily to survey the 
argument, but a few highlights may be indicated 
in order to whet the reader’s appetite and to convey 
an idea of the scope and orientation of the study. 

Wants, or specifically, internal wants, are con- 
sidered to be the result of deviations from a con- 
dition of physiological equilibritim (homeostasis). 
Under certain conditions, a want leads to a pattern 
of integrated activities directed toward its satisfac- 
tion. The condition under which such activity is 
initiated is called that of prepotency—a condition 
in which the intensity of the want in question ex- 
ceeds that of all other wants. Assuming that an 
organism can only do one thing at a time, activity 
can only be directed to the satisfaction of one 
want at a time—the prepotent want—unless wants 
occur in constellations, in which case the same 
activity serves to satisfy simultaneously more than 
one want. It is further held that during the process 
of satisfaction of a want, its intensity remains con- 
stant, falling abruptly to zero when complete satis- 
faction is achieved. This is of course contrary to 
the view of marginal utility theorists, according to 
which intensity declines at a constant or increasing 
rate during the process of satisfaction. The con- 


1 Especially the first 6 chapters and the first 
3 appendices, covering in all about 650 pages, or 
nearly half of the book. 


cept of the order of priority among wants, based 
upon their relative intensities at prepotency, plays 
a very important role in the analysis. 

Wants are divided into two categories, present 
and future. Present wants are engendered by 
deviations from homeostasis which give rise to 
activity which culminates in consumption. Future 
wants are engendered by memories which give 
rise only to activity which culminates in the pro- 
vision of means for satisfaction, but not immedi- 
ately in consumption. This is not quite the usual 
dichotomy; for example a present want, not at 
the moment prepotent, and which is not therefore 
resulting in activity, would seem nevertheless to 
be a present want. Present and future wants are 
customarily distinguished on the basis of perhaps 
arbitrary planning periods; present wants being 
those which are to be catered to, or the means for 
the satisfaction of which are to be acquired, in the 
immediate period. Corresponding to prepotency 
and order of preference among present wants there 
is conceived to be dominance and order of prefer- 
ence among future wants. 

On this foundation the author builds his own 
hypothesis as to the subjective valuation of means 
for the satisfaction of wants and contrasts it with 
two others derived from the models of marginal 
utility theorists. On his own thesis that wants 
become prepotent in turn and that the intensity 
of the prepotent want remains constant during the 
process of satisfaction, he postulates a “virtual 
order of preference” among those quantities of 
means required for the complete satisfaction of 
each want (“full measures” of means) which is 
derived directly from the order of priority of 
wants. It is this virtual order of preference 
among quantities of means which constitutes his 
scheme of subjective evaluation of means. Two 
other virtual orders of preference based respec- 
tively on the assumptions that intensity of the 
want declines at a constant and at an increasing 
rate during satisfaction are discussed and tenta- 
tively accepted at this point in the analysis, though 
they are rejected ultimately. 

From the economist’s point of view, this is the 
general drift of the argument in Part I entitled 
“Wants and Means.” Part II on “Real Costs” 
is a discussion of the effort involved in the satis- 
faction of wants, this effort being conceived as 
the only factor of production. Effort, which is 
thought of as the positive aspect of sacrifice, is 
divided into 2 categories: working and retaining, 
the former resulting in the emergence of product, 
the latter resulting in the building up of a stock of 
product, called “extant product,” which bears a 
family resemblance to most (but is synonymous 
with none) of the concepts of capital in economic 
literature. 

Part III is a discussion of “Environment” and 
the resistances it presents to man in his economic 
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life, necessitating the expenditure of effort and 
hence the incurring of real costs, in acquiring 
means for want satisfaction. 

In Part IV comes the grand “Synthesis.” The 
question which the author seeks to answer is: 
how does the influence of real costs modify the 
virtual order of preference based on subjective 
valuation so as to yield the actual order of prefer- 
ence for means? In the process of answering the 
question both orders of preference based on mar- 
ginal utility theory are rejected. The author sum- 
marizes his argument as follows: 

“The assumption of declining intensity of wants 
during satisfaction proves to be an untenable one. 
Therefore both our alternative constructions and 
all marginal utility theory, including indifference 
systems, which rest on this assumption, must be 
rejected. This for the simple reason that all of 
them clash with the ordinary everyday experience 
of most human beings who regularly satiate certain 
of their present wants or provide for satiating 
certain of their future wants. Satiation would be 
impossible under this assumption, unless all wants 
were to be satiated; for short of that, each want 
would always have to decline in the process of 
satisfying to a point at which some other would 
supersede it before it was satiated” (pp. 1002-3). 

The answer which the author finds to his ques- 
tion in the synthesis is that the actual order of pref- 
erence follows the subjective virtual order “through 
the range of the great prior wants,” and after 
that real costs exert their influence, ordering the 
preference for means according to the ratio of the 
intensity of each want at prepotency to the real 
cost of the quantity of means required for its full 
satisfaction. Persistently it is argued that given 
the limit of capacity for providing means in general, 
the choice among means is made on an all-or- 
nothing basis since the individual chooses (with 
certain exceptions) either complete satiation of a 
given want or no satisfaction. The only substitu- 
tion among means allowed is among means for 
the satisfaction of a single want. 

The foregoing is of course a most inadequate 
summary. The author is a painstaking scholar, 
careful in definition, qualification, and exposition. 
Moreover, there are many matters treated in the 
book which are of interest to economists but need 
not be mentioned here. 

One of the difficulties which will be experienced 
by anyone seeking to appraise the book is that of 
considering its argument in the light of its own 
terms of reference. It is after all probably the 
most “unreal” of all economic theories, concerned 
as it is with the single isolated individual. In 
spite of the author’s explicit delimiting of his 
field, this reviewer is still uncertain as to whether 
the criticisms of certain fundamental received 
doctrines, such as the theory of consumption based 
on ordinal preference fields, are intended by im- 
plication to apply to the indirect economy as well 
as the direct. In any social (indirect) economy 
it is no doubt true that the quest for means is a 
socially conditioned process; even though some 
wants may have physiological origins the desires 
for means for their satisfaction will be socially 
conditioned. In addition, as the author recognizes, 


there will be “extraneous wants,” “particularly in- 
tangible and subjective, so much so that it js 
difficult to conceive that they have a physiological 
.... basis at all” (p. 238). The author’s study 
is thus severely limited in its concentration on 
physiological wants. His concept of satiation js 
apparently of limited use in the broader field of 
indirect economy. Satiation in the direct economy 
consists of a return by the individual to a con- 
dition of physiological homeostasis. But surely 
this notion of satiation is not applicable to the 
category of extraneous wants. It is not clear 
whether the want for variety is expected to arise 
in direct economies, but as an utter layman in the 
field of physiology, the reviewer would expect that 
it might arise, and constitute a severe limitation 
on the process of choosing only one means for the 
satisfaction of (even physiologically determined) 
wants. As to the thesis that the intensity of a 
want remains constant during the process of satis- 
faction, one is bound to have misgivings, in the 
light of all previous instruction to the contrary, 
and the author’s statement that “our thesis . 
has not been proved. Probably it cannot be proved 
from physiological evidence” (p. 444). Even if 
it be true of present physiological wants, it is 
difficult to understand (a) why it should lead 
to the selection of means for the satisfaction of 
future wants on an all-or-nothing basis; and 
(b) how it could be relevant to the process of 
satisfying extraneous wants, which after all may 
be as important or more important from the point 
of view of the economist studying indirect econo- 
mies. As to point (a), it does not seem to follow 
that even if a man always eats until he is full, and 
save in exceptional circumstances does not eat 
less, and never eats more, he will at any moment 
decide upon the provision of “full measures” of 
means for the satisfaction of future wants. He 
can surely plan to provide, within any period, 
means for the greater or lesser satisfaction of 
wants which are expected to arise, and hence de- 
mand means on other than an all-or-nothing basis. 
As for point (b), since the very concept of satia- 
tion is not relevant to extraneous wants, the 
thesis of maintained intensity during satisfaction 
seems equally irrelevant here. 

For the economist then, the book represents a 
penetrating if not convincing analysis of a special 
problem which not all will agree is an important 
problem for the economist, even as a preliminary 
to the study of the real world. The notion of the 
actual order of preference for means may be of use 
to the economic historian in tracing the develop- 
ment of man’s economic activities in earlier times, 
but the argument in the book is not couched so as 
to be easily adapted to such a dynamic study. The 
book makes difficult and trying reading; but cross 
references, some summaries of the argument, and a 
good index lighten the burden. No one in read- 
ing it can help feeling a profound admiration for 
the scholarship of its author, even if he is uncon- 
vinced by its economic theory. 

Wma. C. Hoop, Px. D., 
Dept. of Political Economy, 
University of Toronto. 
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PERSONALITY PROJECTION IN THE DRAWING OF 
THE HuMAN Ficure (a Method of Personality 
Investigation). By Karen Machover. (Spring- 
field, Illinois: Charles C. Thomas, 1948.) 


This contribution to the literature on projective 
techniques will be received enthusiastically by those 
to whom the theoretical assumptions of dynamic 
psychology are congenial, and examined with sus- 
picion, probably, by those who look for statistical 
or other quantitative evidence of validity for a 
test of personality. A psychologist in the Kings 
County Psychiatric Division, and on the staff of 
Brooklyn College and of the Long Island College 
of Medicine, the author relies for verification for 
her hypotheses regarding personality almost entirely 
on clinical evidence. She seems to expect that 
her discussion will seem plausible with only this. 
That she is interested in testing further many of 
her ideas is suggested by several statements of in- 
tention to obtain material from certain groups, such 
as from the physically handicapped, from persons 
engaged in various occupations, persons under hyp- 
nosis, stammerers, children developmentally, and 
others. This book does not represent a report of 
the findings of such studies; it is rather the ex- 
position of “principles of interpretation that... 
have received repeated justification and verification 
in clinical usage... . The writer has built up a 
fairly substantial file of drawings of all types with 
attached notes which give personal history, clini- 
cal data, and summary analysis of the drawings. 
... After years of experience with drawings, the 
writer is still enormously impressed with what 
people manage to communicate in drawings, regard- 
less of skill or previous training.” 

As a report of methodology which, in this sense, 
is preliminary, Dr. Machover’s book is a stimulating 
contribution. We need just such qualitative dis- 
cussions to generate scientific study of personality. 
As a contribution to the facilities of the clinician, 
it is to be expected that one’s experience with the 
method in work with individual cases will confirm 
or contradict Dr. Machover’s evaluation of her 
own experience. 

It is hoped that someone—Dr. Machover, per- 
haps—will bring together the several contributions 
to the analysis of personality through drawings, 
and develop an integration with the theoretical 
principles which seem implicit in each or all of 
them. This task has been ignored in the present 
volume. It would be unfortunate if the author’s 
failure to integrate her work with that of Good- 
enough, Buck, and others served in any way to 
foster the notion of a “Machover technique” such 
as the illusion of specificity which was created for 
the Rorschach. It is the reviewer’s opinion that 
essential contribution to our understanding of 
personality will come not from some new tech- 
nique, but from the study of what communality 
is revealed in the use of various techniques of 
appraisal. 

T. W. Ricuarps, Pu. D., 
Dept. of Psychology, 
Northwestern University. 


A PsycHIATRIC AND SocroLocic StuDY OF A SERIES 


or SwepisH Navat Conscripts. By Martin 
Ekblad. (Copenhagen: Ejnar Munksgaard, 
1948. ) 


Tradition has established the sailor as a prototype 
who is a rollicking, carefree, and uninhibited spirit. 
This is statistically confirmed in a study of Swedish 
navy conscripts carried out in the psychiatric de- 
partment of the Caroline Institute during the years 
1944 to 1948. In a relatively fixed setting and under 
peacetime conditions carefully garnered statistics 
are submitted after an investigation of 995 naval 
conscripts who were personally interviewed by the 
author. He argues that a study of this kind con- 
tans certain advantages as against that which ob- 
tains under the stress of war. The material is 
exposed to a more uniform and less severe pressure, 
it is possible to concentrate on the work, and there 
are better opportunities for studying the individual 
cases. 

The most significant grouping was that which 
contrasted individuals who were seamen by choice 
before induction and those who were nonseamen 
conscripts from the same social class. Despite a 
careful sorting out of both groups at the time of 
enrollment for compulsory training, nonseamen 
were found to be not as intelligent as the natural 
seamen type. On the other hand, more psychopaths, 
especially those of the unstable type, and socially 
maladjusted individuals were found among the 
seamen, and there was a higher incidence of con- 
victions among them both in civilian life and dur- 
ing their training period. 

In both groups the author records an incidence 
of psychopathic personality which is out of propor- 
tion to that found in comparable studies or in the 
general population. Thirty-three percent of 240 
seamen were classed as psychopaths as compared 
with 15% of 310 nonseamen. He is quick, however, 
to point out that cases with personality disorders 
were placed under the heading of psychopaths in 
accordance with the definitions and classifications of 
Schneider. This delineation to which few American 
psychiatrists are accustomed has an unfortunate 
subdivision known as asthenic psychopathy. With 
almost any other terminology, individuals falling 
in this category would have been described as 
psychoneurotics. The author further justifies the 
high incidence of psychopathic personality because 
of the special conditions prevailing during the un- 
usual stress of discipline and military training when 
even very minor personality disturbances were dis- 
covered and diagnosed as psychopathy. 

In reference to mental deficiency the writer con- 
cludes that exemption from military training should 
only be allowed when the mental age, as determined 
by the point scale method, is below 9 years. 

Louis J. Karnosu, M.D., 
Cleveland, Ohio. 


PsYCHIATRY IN A TROUBLED Wor.p. By William C. 
Menninger, M. D. (New York: The Macmillan 
Company, 1948.) 

In the foreword to his book, Dr. Menninger 
speculates a bit about why books are written, in- 
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cluding among possible purposes the wish to 
create, a wanting to save souls, a need to vent bad 
feeling against someone or some system. It is 
probably fair in this case to say that each of these 
reasons is involved plus at least one other, a feel- 
ing that he needed to explain to his colleagues the 
things that stood in the way of making his magnifi- 
cent leadership in his position as Chief Consultant 
in Neuropsychiatry to the Surgeon General of the 
Army during the last years of the war even more 
effective than it was. The book is an apologia 
for services rendered. 

The story of psychiatry during the war is well 
told. The spirit of consecration to the task of 
returning the soldier to health stands out very 
clearly, equalled only by devotion to the task of 
preventing him from ever getting ill. The author is 
scrupulously careful to give credit to those who 
actually did the field work. His own work is 
reported only as a means of showing how necessary 
it was to clear the way to make possible efforts at 
the level of the soldier in the field. The introduc- 
tion of a policy of treatment of psychiatric cases 
in army hospitals, for example, required not only 
initiative, but hard, exhausting work in persuading 
thoroughly routinized “superior” officers to change 
from the established method of getting rid of all 
noneffectives as soon as possible. Few seemed to 
realize how long “as soon as possible” often was, 
and to realize embarrassment of the psychiatrist 
who had to discharge men who had become well 
under treatment (against regulations) on the basis 
of a disease they had had once. The struggles 
on such issues as this are dramatically told and not 
infrequently there is some venting of still burning 
anger at men incapable of imagining other than 
“a vain thing.” Out of this and similar struggles 
was forged the conviction that there must be unifica- 
tion of medical services in the military establish- 
ment and that the chief of this unified service must 
have authority commensurate with his responsibili- 
ties, that is, a place on the general staff. 

The efforts to keep the soldier well are of two 
general types: methods of anticipatory guidance 
for recruit and selection and, secondly, methods 
having to do with factors affecting groups rather 
than individuals. In line with the general attitude 
of dealing in vast movements in this book, the 
latter aspect is given more attention. Education, 
morale, leadership, the social situation of the enlisted 
man and officer, the length of the time of combat 
duty, for example, are considered perhaps more 
fully than the more specific reactions of individual 
soldiers. The issue is not drawn in the book and 
it is overstated here, but there may be an implica- 
tion that there is greater economy in dealing in mass 
psychologies rather than the building of individual 
personalities. There are ethical problems involved 
here that are disturbing some psychiatrists in the 
postwar period. 

The application of the war lessons to civilian psy- 
chiatry envisions great responsibility for the whole 
of the medical profession collaborating with the 
other social sciences. The ills of mankind—poverty, 
unemployment, bad and stupid government, too few 


BOOK REVIEWS 


[ Nov, 


houses, international disagreements—are considered 
as the responsibilities of these branches of human 
knowledge. Not only are these sciences to study 
the events after they have happened as historical 
analysers; they are to interpret and lead while 
events are in the making. This section is a chal- 
lenge not only to the technique of the sciences in 
question but to their basic philosophies as well. 
Dr. Menninger is scrupulous in giving credit 
for work done in every field and reported in this 
book. At times this becomes almost the fault of 
scrupulosity for the reader is interrupted in reading 
the excellent prose by the enormous amount of 
bibliographical material arranged as footnotes. The 
obvious advantage of this is that it makes the book 
indispensable as a reference volume. The “Volume 
X” of World War II will have to strive mightily 
to exceed in coverage and form of presentation this 
book on psychiatry in the war. Volumes to come 
on the field of social psychiatry and social medicine 
will inescapably turn to this book as a basic vol- 
ume in the field. 
Paut V. LemKau, M.D., 
Johns Hopkins University, 
Baltimore, Md. 
EVERYDAY MIRACLE, (New 
York 


By Gustav Eckstein. 
Harper & Brothers, 1948.) 


Dr. Eckstein, who is a professor of physiology 
at the College of Medicine of Cincinnati University, 
has written one of those books which give rise to 
different trains of thought for almost all’ who 
read it. 

The spark of life is shown animating the bodies 
of dogs, cats, birds, apes, mice, even cockroaches, 
but none of these bodily forms is too lowly to 
furnish example after example of the everyday 
miracle of life which, subject only to the restric- 
tions of the bodily vehicle it inhabits, is the same 
for all whether human or insect. 

There is subtle philosophy behind the simple 
narrative form of the episodes which comprise this 
book. 

In his introduction, the author makes it clear 
that, whilst his actual work room was a laboratory 
in the College of Medicine at Cincinnati University, 
much of his material has been gathered everywhere 
from a dump below his laboratory window to 
excursions into Europe and Asia. 

The time schedules of a cat serve admirably as 
an introduction to the remarkable consciousness 
of the brain to a sense of time, the unconscious 
time intervals of the body, and so on to rhythm 
and synchrony. A canary illustrates the ravages 
of old age on animal tissue and the consequent 
result of a slower behavior pattern. A mouse 
serves as an introduction to the body’s defence 
against lack of fuel—leading to an examination of 
hunger, appetite, etc—a particularly interesting 
chapter this! 

Touch, space, vision, exercise, smell, life itself 
and evolution; all these phenomena are dealt with 
in the same entertaining way by illustration through 
the anatomy and behaviour patterns of animals, 
rodents, and insects, but leading inevitably through 
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subtle suggestion to an awareness of these same 
patterns in man, conditioned only by the more 
advanced stage of human evolution to which we 
have attained. 

This book makes an entertaining approach to 
problems as old as life itself. 

NIK CAVELL, 
Chairman, Canadian Institute on Public Affairs, 
Toronto. 


MopeRN CLINICAL By Arthur P. 
Noyes. Third Edition. (Philadelphia: W. B. 
Saunders Co., 1948.) 


This is the third edition of this well-known 
textbook. The first edition appeared in 1934, the 
second edition in 1939. After a period of 8 years, 
there is obviously a need of considerable revision. 
This has been carried out by considerable rewriting 
of a number of the chapters, some regrouping of 
material, and the addition of 3 new chapters: 
Psychotherapy, Shock and other Physical Thera- 
pies, and Child Psychiatry. 

The chapter on Psychiatry and General Medicine 
has been enlarged and rewritten to include material 
on psychosomatic medicine. There is not much 
to say about the rewriting that has occurred in 
the other chapters. There has been comparatively 
little change, and nothing very new or striking 
has been added. The chapter on the Psycho- 
neuroses is brought up to date with some new 
material from the war, but the general approach 
to the understanding and treatment of the psycho- 
neuroses is essentially unchanged. In the chapter 
on Psychiatry and General Medicine, which dis- 
cusses psychosomatic medicine, the author takes a 
conservative view, refusing to be stampeded by 
the extremists. 

In the chapter on Shock and other Physical 
Therapies there is a discussion of insulin, metrazol, 
and electric shock. In general, this represents a 
conservative and well-balanced attitude, with some 
correct historical material. Sakel is credited with 
introducing his technique in this country in 1936. 
While this is correct, it should be pointed out that 
insulin shock therapy had been initiated in this 
country at several places prior to Sakel’s coming 
here, and that at Bellevue a whole ward had been 
turned over to insulin shock, and the New York 
state hospital system had assigned doctors and 
nurses to Bellevue for training in the administer- 
ing of this treatment prior to the time Sakel came 
to America. 

In the discussion of complications, no mention 
is made of the use of blood transfusions for irre- 
versible coma. The reviewer considers it is the 
most important and valuable treatment in the 
extreme cases. One is a little puzzled at the flat 
statement “insulin coma does not produce a perma- 
nent cure in schizophrenia. In some cases it prob- 
ably effects remissions that might not otherwise 
occur, thus shortening the period of hospitaliza- 
tion.” It can, of course, always be claimed, as 
Kraepelin did, that there is no such thing as 
permanent cure, but that there may be recovery 


with defect. Exactly what the difference is between 
a permanent remission and a cure is not easy to 
understand, and the reviewer is somewhat doubtful 
of this formulation. 

In discussing electric shock, the author states, 
“Generally speaking, tuberculosis excludes treat- 
ment, but the patient who is a feeding problem is 
often benefited through the resulting gain of 
weight.” This is an extremely controversial point. 
The author probably has the weight of authority on 
his side, while the reviewer would feel that a more 
liberal attitude in using electric shock in cases 
with tuberculosis is desirable. 

Regarding the use of curare, the reviewer’s own 
experience is slightly at variance with that of 
the author. The author would not allow the use 
of 5 cc.’s of intocostrin for a patient of less than 
200 pounds in weight. He also insists on intra- 
venous injection at the rate of I cc. per minute. 
The reviewer has frequently challenged these state- 
ments about the use of intocostrin, and is doubtful 
of the necessity or even the desirability of slow 
injections. Again, however, this is a highly con- 
troversial point, and these criticisms are only 
raised to bring out the fact that things which are 
stated rather dogmatically are at least highly 
controversial. 

There is also a statement that “maintenance 
shock continued over a long period may lead to the 
development of epilepsy.” Again, a highly contro- 
versial question. The author feels that ambulatory 
electric shock treatment is desirable in certain 
cases, but insists that there should be quite adequate 
safeguards and questions the wisdom of treatment 
in private offices. 

Approximately 4 pages are devoted to prefrontal 
lobotomy, and the statements appear to be in line 
with the best psychiatric thinking at this stage of 
our knowledge. 

The chapter on psychotherapy likewise seems a 
good summary of our present knowledge. In 14 
pages no one could do justice to the subject, but 
the author probably does as well as anyone could 
do. Undoubtedly some of the psychoanalytic group 
will feel that his discussion of psychoanalysis hardly 
represents the latest thinking in psychoanalysis. 
Since psychoanalysis is in such a state of flux at 
the present time, it would seem impossible for any- 
one to make any brief summary of psychoanalysis 
that would not be bitterly attacked by some group. 

Fifteen pages are devoted to the chapter on Child 
Psychiatry, and the author is familiar with the 
best material on this subject and presents it in a fair 
and unbiased manner. Many will probably quibble 
as to what is the important material to present 
in this chapter, and prefer a different presentation, 
but here again the reviewer feels that the author 
has done as well as anyone could do. 

The reviewer feels that this book will continue 
to be one of the best general textbooks on psy- 
chiatry, and that the views expressed throughout 
are in accord with American psychiatry. The book 
can be recommended without hesitation as a text- 
book for medical students. 

K. M. B. 
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Tue AUTOBIOGRAPHY OF BENJAMIN Edited 
with Introduction and Notes by George W. 
Corner. (Published for the American Philo- 
sophical Society by Princeton University Press, 
1948.) 


When in 1800 Benjamin Rush began writing his 
“Travels Through Life,” he opened the record thus: 


“My pEAR CHILDREN, 


“My life has been a variegated one. Under a 
conviction that I shall not live to give its details 
to the younger branches of my family, I have con- 
cluded to put upon paper a few incidents that may 
perhaps afford entertainment and instruction to 
them when I am no more. It is my wish that it 
may not be read out of the circle of my family, and 
that it may never be published.” 


Dr. Corner considers it debatable how literally 
Rush expected this expressed wish to be observed, 
especially in view of the great historical value of 
the material, in particular such items as his char- 
acterization of each of the signers of the Declara- 
tion of Independence. At all events, within a year 
of the author’s death the family was considering 
publication of the manuscript and actually took 
initial steps thereto. 

It was not until 1905, however, that Louis Alex- 
ander Biddle, great-grandson of Benjamin Rush, 
printed privately the autobiography from an ex- 
purgated copy of the “Travels,” together with ex- 
tracts from the “Commonplace Books” Benjamin 
Rush had kept from 1792 to the year of his death, 
1813. This publication omitted much that is of 
the utmost importance as commentary on the 
men and events of the time and of course as re- 
vealing the life and character of Rush himself. 

The present edition of the Autobiography con- 
tains the complete text of the original manuscript 
except for some pages that have been lost, in part 
presumably destroyed by the author. 

Shortly before beginning the writing of his nar- 
rative Benjamin Rush had been the victor in a 
very disagreeable lawsuit. The English agitator 
and radical, William Cobbett, who had come to 
Philadelphia a few years earlier, had a personal 
dislike for Rush as a Whig and in the press 
scurrilously attacked his drastic medical theories. 
For two years he subjected the doctor, in Corner’s 
words, to “the worst abuse an honest physician 
has ever had to bear in the whole history of the 
profession.” When finally he accused Benjamin 
Rush of being responsible, through promulgation 
of his bleeding methods, for the death of Washing- 
ton, he had overstepped the limit. Rush recovered 
damages in the amount of $5,000. Cobbett, ruined 
and disgraced, returned to England. 

Having had so large a part in launching the new 
government it was natural that Rush should wish 
to leave his own record of his activities and his 
views, especially after the vicious attacks not only 
by Cobbett but also by colleagues in his own city, 


LNov, 


and further since certain public transactions of his 
during the war years had not escaped criticism. 

At one time his practice had been one of the 
largest, if not the largest, in Philadelphia, but dur- 
ing the later 1790’s the detraction of his enemies 
caused such a falling off in the number of his pa- 
tients that he was almost impoverished. At this 
juncture President Adams came to the rescue of 
his old friend by appointing him Secretary of the 
Mint at an annual salary of $1,200. 

The seriousness and devotion to his work are 
already foreshadowed in his youth; the “Travels” 
recount that in his 54 years’ apprenticeship to 
Dr. Redman Rush was off duty only 11 days and 
away from his employer’s house only 3 evenings, 

That Benjamin Rush was a great man, a far- 
sighted social reformer, and America’s most dis- 
tinguished 18th century physician none will doubt. 
His was a complex character not without its para- 
doxes, weaknesses, and at times impetuous, ill- 
advised, and after-regretted actions, such as his 
harsh criticism of Washington’s conduct of the war. 

It was a controversial age, and doctors criticized 
each other in less moderate terms than they do 
now—at least in print. Medicine was struggling 
to be scientific but was still largely theoretical and 
empirical, and while Rush had ample precedent 
for his bleeding and purging methods, their heroic 
application exposed him to severe censure by cer- 
tain of his colleagues. The storm was notably 
violent during and following the frightful yellow 
fever epidemics of the 1790’s, as Rush faithfully 
records in the “Travels.” 

It is commonly remarked that Benjamin Rush 
was largely lacking in a sense of humor, and this 
is borne out by the note of seriousness that runs 
through the “Commonplace Book,” which forms 
the second part of the present volume. In these 
pages he communed with himself, entered his ob- 
servations and opinions on many subjects, not only 
medical, thus permitting to us, however unauthor- 
ized we may be, a juster view of the man in all his 
qualities than the autobiography alone could have 
afforded. In his characterizations of the Signers of 
the Declaration of Independence Rush’s name ap- 
pears in its place among the Pennsylvania delegates 
to the Continental Congress. The sententious self- 
appraisal consists of five words: “Benjamin Rush. 
He aimed well.” 

The editor of this definitive text deserves much 
credit for the detailed notes on almost every page 
supplying information concerning persons and 
events mentioned by the author, much of which 
would have been familiar only to a contemporary 
reader. 

There are several appendices, in one of which Dr. 
Corner gives a clear, concise exposition of Rush’s 
medical theories and their sources. 

The book is well illustrated and indexed and 
upholds the traditional purpose of The Ameri- 
can Philosophical Society “for promoting useful 
knowledge.” 
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IN MEMORIAM 


Professor Otto Kauders, head of the de- 
partment of neurology and psychiatry of the 
University of Vienna, died on August 6, 
1949, at the age of 56. The cause of death 
was embolism following phlebitis. 

Dr. Kauders came from an eminent Vi- 
enna family of physicians and received his 
doctor’s degree in medicine from the Univer- 
sity of Vienna in 1920. Soon after gradua- 
tion he joined the staff of Wagner-Jauregg 
and in a short time became assistant to his 
great teacher, who recognized his gifts and 
valued his industry. He early devoted him- 
self to the study of encephalitis lethargica, 
initially described by Economo of the Vienna 
clinic, and particularly to the investigation of 
the mental symptoms of this disorder. Later 
Kauders turned his attention to the malaria 
treatment of progressive paralysis that had 
been inaugurated by Wagner-Jauregg, and 
he contributed significantly to the develop- 
ment of this method of treatment, pre- 
eminently in demonstrating the sustained 
potency of the blood of a malaria-infected 
person. He was also able to show that 
vaccination malaria is not transmissible by 
Anopheles. 

During his time as assistant in the clinic 
he collaborated with Hoff in the study of 
medinal poisoning ; and in collaboration with 
the writer reported the first animal experi- 
ments showing restoration histologically of 
nerve fibre changes produced by fever 
therapy. 

In association with Paul Schilder, then 
also an assistant in the clinic, he published a 
textbook of hypnosis, which was translated 
into English. He investigated particularly 
the psychopathological accompaniment of 
motor disorders and of body-mind rela- 
tionships. 

Dr. Kauders was made Dozent in Vienna 
in 1932. In 1935 he was called to head the 
psychiatric-neurological clinic at the Uni- 
versity of Graz. Here his work was out- 
standing in connection with the ever-recur- 
ring epidemic poliomyelitis in the Alpine 
lands. Especially noteworthy were his stud- 


OTTO KAUDERS, M.D. 


ies on cell protein changes in the spinal 
fluid and his introduction of the malaria 
treatment of this disease. 

Kauders represented Austria at the First 
International Congress on Mental Hygiene 
in Washington in 1930 and when, as a 
staunch Catholic, he was dismissed from his 
University position by the Hitler régime in 
1938, he was appointed to a position on the 
staff of the Catholic University in Washing- 
ton. The following year, however, he re- 
turned to his homeland and for the next 
six years carried on the private practice of 
neurology in Vienna without official recog- 
nition. The year 1945 brought professional 
rehabilitation first in Graz and soon there- 
after in Vienna; and following the retire- 
ment of Professor Poetzl in 1946 Kauders 
became chief of the Vienna Clinic. He was 
now able to follow his main research interest, 
namely, psychopathology, and produced a 
monograph on the relations between the 
vegetative nervous system and the psyche. 
He laid continuous emphasis on the value of 
psychotherapy and mental hygiene (earlier 
he had collaborated with the writer on the 
book, “Introduction to Mental Hygiene,” 
which was published in 1931). 

Recently he was instrumental in founding 
the Austrian Society for Mental Hygiene, 
which became affiliated with the World Fed- 
eration for Mental Health. He also revived 
in 1945 the Vienna Society for Psychiatry 
and Neurology, which had been dissolved 
by Hitler. 

Kauders had paid three visits to America, 
the last time only a few months before his 
death to attend the 1949 meeting of The 
American Psychiatric Association, of which 
he was an honorary member. His interests 
and activities widely exceeded the clinical 
field, and as president of the Austro-Ameri- 
can Society in Vienna he was active in pro- 
moting cultural relations between the two 
countries. He lectured both in German and 
in English and many American physicians 
and students attended his clinics. 

The untimely death of Professor Kauders 
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is a painful loss from the ranks of eminent 
pupils of Wagner-Jauregg. His memory will 
be held high in honor not only in his home 


city and but 


borders. 


country far beyond their 


ERWIN STRANSKY, M.D. 


HARRY STACK SULLIVAN, M.D. 


1892-1949 


Doctor Harry Stack Sullivan’s sudden 
death from a cerebral hemorrhage in Paris 
on January 14, 1949, occurred while he was 
working on a project for UNESCO. He 
had gone there from Amsterdam where he 
had attended a meeting of the Executive 
Board of the World Federation for Mental 
Health and his death came very unex- 
pectedly. 

Although Harry Stack Sullivan was never 
robust and seldom in good health for a num- 
ber of years, he continued to contribute bril- 
liantly and vigorously to the progress of 
American psychiatry. His epoch-making re- 
search on schizophrenia, his concept of psy- 
chiatry as the science of interpersonal rela- 
tions, and the importance he attached to 
collaboration with the social sciences have 
had a profound influence in orienting psy- 
chiatrists toward a more realistic appraisal 
of themselves in their work with their pa- 
tients and in their relations with their col- 
leagues. His writings will always remain as 
most valuable sources of information for 
serious students of personality and its 
disorders. 

For 13 years he served as an Associate 
Editor of the AMERICAN JOURNAL OF Psy- 
CHIATRY and toward the end of that period 
he assumed a major responsibility for estab- 
lishing the journal Psycuratry, of which he 
was co-editor. In this journal he published 
the chapters of his Psychiatry: Introduction 
to the Study of Interpersonal Relations, 
which was subsequently printed as a separate 
volume. This work represents the culmina- 
tion of his years of research, of clinical ob- 
servation in private practice, and his experi- 
ence as a teacher of students in training. It 
is one of the greatest scientific monuments 
in the literature of dynamic psychiatry, which 


so vividly portrays both the brilliance and 
the humanity of its author. 

Dr. Sullivan was a potent influence in the 
metamorphosis of psychiatry from an ex- 
clusive preoccupation with morbid processes 
to its larger concern with national and inter- 
national problems of mental health. Fune- 
tioning as psychiatric advisor to the selective 
service system in 1940, he exhorted his col- 
leagues throughout the country to participate 
in the national effort of personnel selection 
for the armed forces. He formulated an 
outline for examining registrants that was 
of inestimable value to psychiatrists work- 
ing in the induction centers. He conducted 
seminars in many cities for the purpose of 
teaching them how to function in their new 
responsibility of studying the man on the 
street, and he was responsible to a consid- 
erable extent for the broadening of psychi- 
atry to the problems of everyday living. 

After rallying from a critical and pro- 
tracted illness, he initiated the establishment 
of the International Preparatory Commis- 
sion, which accomplished so much for the 
success of the International Congress on 
Mental Health in London in August, 1948. 

Throughout his years he continued to be 
a competent physician and he kept abreast 
of the new developments in medicine as 
well as those in the basic sciences. He was, 
above all, human and humble and he lived 
quietly. His death was untimely, but his 
devotion to the larger aspects of mental 
health led him to risk the possibility of a 
longer life. He gave so much and he asked 
for so little for himself that neither fame 
nor fortune interested him. He lived in be- 


half of his fellow man and his influence for 
good will continue indefinitely. 
Leo H. Bartemetrer, M.D. 


Dec. 


At p 
elsewht 
plans 
Mental 
from t 
Now, 
the N: 
a close 
sirable 
of the 
proble 
mediat 
The 
progré 
nucleu 
ganiza 
Public 
from 
would 
tured, 
The 
the P 
chang 
throu 
quart 
citize1 
terms 
with 
perior 
hygie 
ence, 
lem 
reflec 
14, 1 
Publ 
to M 
and 1 
and } 


of 1 
cotic 
the | 
1 
Unit 
were 
Ame 
bec, 
Publ 


